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The formation of blood banks has made available a 
considerable supply of plasma for therapeutic use. For 
many of the purposes for which a blood transfusion is 
given it is the plasma element that produces the desired 
effect; the red cells play a secondary part. The main 
constituent of plasma is the plasma proteins, and it is 
the administration of these, combined with fluid, which 
appears to be responsible for the resuscitative action in 
wound shock, post-operative shock, and burns. Further 
advantages of plasma are that it will keep indefinitely as 
compared with stored blood, which has a useful life of 
fourteen to twenty-eight days only, and that for the 
aaministration of plasma no grouping of the recipient ts 
necessary. 


Physiopathology of Plasma Proteins 


Normal plasma contains 6.5 to 8.5 grammes of protein 
per 100 c.cm., and the three most important constituents 
are fibrinogen (0.3 gramme), serum globulin (2.7 grammes), 
and serum albumin (4.5 grammes). The molecular weight 
of these proteins is high. Fibrinogen is the highest (un- 
calculated), globulin next (100,000), and albumin the lowest 
(40.000). Consequently albumin diffuses out the more 
rapidly from the capillaries and the albumin/ globulin ratio 
is higher in exudates than is normally found in the circu- 
lating blood. Fibrinogen is formed in the liver and is 
intimately connected with the clotting power of blood. 
The origin of the other two proteins is unknown. Their 
function appears to be entirely that of maintaining the 
Osmotic pressure of the blood so that adequate inter- 
changes between the plasma and the tissue fluids can be 
Maintained in the capillary circulation. If the amount of 
protein in the plasma is experimentally lowered by re- 
placing the plasma with Ringer's solution a condition ts 
produced resembling very closely that of surgical shock, 
with collapse and fall of temperature (Whipple, Smith, 
and Belt, 1920). 

The re-formation of albumin and globulin after any loss 
from the circulation is slow, and some days may pass 
before the normal level is regained. On the contrary, the 


re-formation of fibrinogen is rapid, normality after a 
severe haemorrhage being reached in six hours (Peters 
and van Slyke, 1931-2). 


The Withdrawing of Plasma 


Blood may be taken from donors for the express purpose 
of producing plasma, in which case the stored blood 
should be kept undisturbed for a period of three to four 
days to allow the maximum separation of plasma and red 
cells to occur. Up to the present most of our plasma 
has been obtained from bottles of citrated stored blood 
about fourteen days old. Such blood is starting to 
haemolyse and, although no definite change may be noted 
in the colour of the plasma, that part which is in contact 
with the red cells is certain to contain a considerable 
amount of haemoglobin. If these bottles have not been 
disturbed since the erythrocytes have settled the bufly 
coat forms a fairly effective barrier to the passage of 
haemoglobin into the supernatant plasma, and practically 
clear plasma can be withdrawn without any disturbance 
of the respective layers. A small amount of discoloration 
by haemoglobin is apparently of no disadvantage, how- 
ever, and its administration seems to be reasonably 
innocuous, O’Shaughnessy, Mansell, and Slome (1939) 
have shown that a 5 per cent. solution of haemoglobin 
may be administered without serious deleterious effects 
provided that the urine is kept alkaline. The fractional 
amount which is present in the plasma has been shown, 
in Our experience of the administration of over 600 bottles 
of stored blood, to produce no serious complication. 

The standard blood bottle of the Merseyside War Blood 
Bank is a pint bottle containing glass shot (for use as a 
filter when inverted), fitted with a rubber diaphragm kept 
in place by a metal cap pierced by two holes. It is a 
modification of Boland, Craig, and Jacobs’s (1939) 
apparatus. The plasma-withdrawal apparatus (Fig. 1) 
consists of a fine metal tube a fitted with a sharp point 
(unscrewable, for cleaning the tube) and a lateral hole. 
This tube is connected by a rubber tube, eighteen inches 
long, fitted with a glass sight tube ¢ to a needle B, which 
is inserted through the diaphragm of a second bottle. 
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The metal tube a is thrust through the diaphragm of 
the blood bottle down to the plasma level and the needle B 
is pushed into the collecting bottle. An air inlet needle D 
is introduced into the blood bottle and an air outlet needle 
E into the collecting bottle. To this needle E are con- 
nected a rubber tube and a reversed Higginson syringe 


Fic. 1.—Method of removing plasma from bottles of stored 
blood. 


for suction. The plasma is withdrawn by gentle suction 
and the tube a is gradually lowered as the plasma level 
falls. In this way all but a few centimetres of the plasma 
can be removed. As soon as red blood cells are seen 
in the sight tube c the withdrawal is stopped, needles B 
and E are removed from the collecting bottle, and a viscose 
cap is placed over the metal cap. A full sterile technique 
is employed. From a pint of citrated blood 250 to 300 
c.cm. of plasma is obtained, 


Storage and Administration of Plasma 


The plasma should be kept in a refrigerator at 4° C. 
with the stored blood: this is advisable to prevent any 
possible bacterial growth, but it appears to undergo no 
material change if kept for long periods at room tempera- 
ture. On standing a slight precipitate which consists of 
fibrin slowly forms. This must be filtered off before 
administration, and accordingly the bottles used for the 
collection, storage, and administration of plasma are fitted 
with the rubber diaphragm and screw cap of the standard 
blood transfusion bottle and a layer of glass shot is 
included. The plasma will keep indefinitely: bottles of 
plasma two:and three months old have been given without 
untoward reaction. 

The plasma is warmed to 37° C. and given by the 
standard gravity method, using the bottle inverted, with 
an air inlet needle, an outflow needle connected to four 
feet of rubber tubing, and a small needle for entering the 
recipient’s vein. Difficult veins may need a Kaufmann’s 
syringe or a vein-seeker (Edwards, 1939). 


Dried Plasma 


Although the use and administration of pure plasma 
has been satisfactory, it was felt that if the product could 
be dried the question of storage and transportability 


would be greatly simplified and the possibility of bacterial 
growth greatly reduced. Flosdorf and Mudd (1935) have 
evolved an apparatus for drying plasma. The method, 
which consists in freezing the plasma in carbon dioxide 
snow and evaporating it under a very high vacuum, is 
expensive both in capital outlay and in running costs, 


WATER BATH 


— 


Fic. 2.—Continuous-flow plasma drier. 


Plasma can, however, without detriment be heated to 
37° C.—in fact, this is its normal temperature—and at 
this temperature the low vacuum produced by an ordinary 
standard filter pump will cause it to boil. It was found 
that if the filter pump was connected to the ordinary 
storage bottle of plasma a very marked degree of frothing 
occurred during ebullition and, although evaporation to 
dryness could be effected, the excessive frothing slowed 
the process considerably and there was a certain amount 
of wastage. The use of a continuous-feed plasma drier 
has prevented this, and the apparatus devised will deal 
with any number of bottles of plasma. The plasma is 
suctioned over in a thin stream into a special container 
and there dried. It is removed later under aseptic con- 
ditions and can be stored in ampoules. 


Bottle a (Fig. 2), the plasma drier, is of 700 c.cm. 
capacity and is connected by two glass tubes to the trap 
bottle B of similar size. The plasma is fed into the drier 
from. the standard bottle c, which is screwed into the 
cap x. The plasma is filtered through a layer of gauze 
H and a tower of glass beads G: it then passes through 
a drip D which serves to indicate the rate of flow, and 
then runs through the control valve v, which is a screw 
clamp on pressure-rubber tubing. It is finally sprayed 
into the drying bottle through a fine glass jet 3. The 
bottle B acts as an efficient trap to any plasma that may 
escape out of A by frothing, and this trapped fluid even- 
tually finds its way back into the drying bottle down one 
or other of the two connecting tubes. The whole appa- 
ratus is sterilized with a dummy bottle c in position. 
The bottle a is then put into a thermostatically controlled 


water bath kept at 37° C. The dummy bottle is removed ~ 


and a bottle of plasma is screwed into the cap x. The 


flow is controlled by the valve and the rate so adjusted | 


that a thin layer of plasma is maintained in the bottom 
of A. With the filter pump working continuously drying 
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takes place at the rate of about 100 c.cm. an hour, but 
the dried product is not produced until the last bottle 
has been attached at x and an extra hour’s drying has 
been given to remove all traces of water. The drying 
bottle is then removed, and the product scraped out of 
the bottle under sterile conditions and stored in bulk or 
in ampoules (Fig. 3). Before doing this it is advisable 
to crush the product to a fine powder, as solution in water 


DRIED PLASMA, 
Prapd, 2.1.46. 


No, ¥, 35. 


Dixsolve in 250 cvs, of distilled water 
or 500 xcs, of SA Siuces@ in distilled 
water, Filter befurs 


Fic 3.—Sterile dried plasma packed for transport. 


is thereby rendered much easier. By enlarging or re- 
duplicating the apparatus dried plasma in any quantity 
can be produced inexpensively. 


Characteristics of Dried Plasma 


100 c.cm. of citrated plasma gives about 8 grammes 
of the dried product, which is a pale yellow crystalline 
powder that dissolves readily in warm water. The colour 
of the powder depends upon the original colour of the 
plasma. A trace of haemoglobin will give the product 
an orange colour. To restore the constitution of the 
plasma it is dissolved in the ratio of 8 grammes to 100 
ccm. of warm distilled water: dissolving 20 grammes in 
250 c.cm. of distilled water gives the plasma protein value 
of one pint of citrated blood. The administration of the 
dried plasma by dissolving it in double the quantity of 
5 per cent. glucose solution in distilled water—that is, 
20 grammes in 500 c.cm. of 5 per cent. glucose solution 
—so that the fluid factor is increased for cases of sheck, 
has been tried and found to be satisfactory. 

The reconstituted plasma is indistinguishable in appear- 
ance from the original product. The amounts of fibrino- 
gen, serum globulin, and serum albumin in the original 
plasma and the reconstituted plasma have been estimated 
and found to be to all intents and purposes identical. No 
fundamental change appears to be produced in the indi- 
Vidual proteins by the drying process and, in particular, 
it has been shown that they are not denatured. The 
protein value of the dried plasma was found to be un- 
changed after a period of two months, and there seems to 
be no reason why it should not remain stable permanently. 
It can be stored at room temperature, and its ease of 
transport is such as to make it the ideal for the surgecn’s 
handbag and for military use, especially in advanced field 
stations, where it can be administered after solution and 
Simple filtration by any intravenous saline apparatus. 


Blood Groups in Plasma Transfusions 


The following table shows the factors present in the 
cells and plasma of the different blocd groups: 


Group Cells Plasma 
(Moss) Agglutinogen Agglutinin 


Group AB (I) plasma is therefore the ideal plasma for 
transfusions, as it contains neither of the agglutinins ; while 
Group O(IV) plasma is the least suitable, as it has both 
«a and 8. Two to three pints of Group O(IV) blood 
can, however, be given to most patients without ill effects, 
and there is therefore no reason to suppose—nor in prac- 
tice does it happen—that any. deleterious effect arises 
from the administration of Group O (IV) plasma. The 
a and £ factors are so diluted by the recipient’s serum, 
or so quickly absorbed by the first few red cells with 
which they come in contact, that they produce no serious 
agglutinating effect upon the recipient’s corpuscles. 
Groups A(II) and B(III) plasma come midway between 
Groups AB(I) and O(IV) in suitability for universal 
administration. 


If the plasma has « or 8, or both, in a very high titre 
then some reaction might occur in an unsuitable patient. 
Such cases, however, are rare, and in our admittedly 
limited experience no serious reaction has_ resulted. 
While the giving of plasma of the same group as that of 
the recipient is ideal, grouping may in general be regarded 
as unnecessary and the plasma of any group may be 
administered to any patient. 


Under the blood bank system now in general use 
Group O(IV) blood is mainly if not solely used, and this 
leaves untouched a very high percentage of the donor 
volunteers, who are often deeply disappointed at their un- 
suitability for transfusion service. It is obvious that the 
extended employment of plasma transfusions in civilian 
and military medical practice will make it possible to 
use all volunteers, irrespective of their blood group. The 
supply of the ideal plasma from Group AB (1) donors is 
unfortunately limited by the small proportion (about 3 
per cent.) of these, but an artificial Group AB plasma 
devoid of « or £ agglutinins can readily be obtained by 
running equal quantities of Group A(II) and Group 
B(III) blood into the same collecting bottle. Our pro- 
cedure has been to mark the pint bottle, containing 
50 c.cm. of sodium citrate solution, at the 300 c.cm. and 
the 550 c.cm. levels. Two such bottles are used for a 
Group A(II) donor, 250 c.cm. of blood being run into 
each—that is, up to the 300 ¢.cm. mark. The two bottles 
are then filled to the 550 c.cm. mark from a Group B (III) 
donor and immediately removed to the refrigerator, where 
they are left undisturbed for three days. Under these 
conditions the « agglutinin of the Group B (III) plasma is 
absorbed on Group A (II) red blood corpuscles, and the 
5 agglutinin of the Group A(II) plasma on the Group 
B (III) corpuscles. The resulting supernatant plasma is 
devoid of both agglutinins. No haemolysis of any impor- 
tance has been observed in bloods so treated by us, and 
the plasma has all the advantages of natural Group AB (1) 
plasma. It is recognized that the technique described 
may fail if the Group A (II) blood used happens to be 
of the subgroup A,, when the u, factor of the Group 
B (111) plasma will not be removed from the mixed plasma. 
We ourselves have up to the present ascertained before- 
hand that the Group A(II) donors used were of the 
subgroup A,, but are considering a simple technique of 
dealing with pooled blood from such large numbers of 
Groups A(IL) and B(II}) donors as will ensure the re- 
moval of all u, and «a, by A, and A, cells. In view of 
the earlier statements regarding the relative harmlessness 
of the « and f factors in plasma the above may appear 
to be an unnecessary refinement, but we are of the 
opinion that, because of the possible widespread use of 
plasma transfusions, every precaution aiming at the avoid- 
ance of agglutination accidents is worthy of trial. 
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Conditions in which Plasma Transfusions may be of Value 


(A) WOUND SHOCK 

In wound shock some change occurs in the capillaries 
which allows of exudation of fluid out of the circulation. 
This produces a diminished blood volume and a condition 
of haemoconcentration, as has been shown by Cannon, 
Fraser, and Hooper (1917), and since adequately con- 
firmed by other workers. The concentration of plasma 
proteins does not rise in parallel with the red cell count, 
and thus it can be assumed that some proteins have been 
lost from the circulation into the tissues (White and 
Erlanger, 1920). The more severe the degree and the 
more prolonged the state of shock the greater is the 
outpouring of fluid and plasma proteins from the circu- 
lation. This develops into a vicious circle, as the osmotic 
pressure of the blood is being lowered continually and 
thus there is less chance of fluid being drawn back to 
re-establish the blood volume. 

The primary requisite in the treatment of such cases of 
shock is the restoration of the circulatory volume and 
the reduction of the viscosity of the blood. The adminis- 
tration of intravenous salines in such cases produces a 
merely transitory beneficial effect. Although the circu- 
latory volume may for a time be raised the plasma 
proteins are diluted; much of the salt passes into the 
tissues and tends to increase the flow of the fluid out of 
the circulation, so that the excess water enters the tissue 
spaces or is excreted by the kidneys. Hypertonic solu- 
tions similarly are only transient in action. Treatment 
by blood transfusion in these cases has hitherto been 
shown to give the most satisfactory result. Assuming 
the patient has not had a very severe haemorrhage, the 
need for red blood cells is not urgent. It is rare for a 
patient to lose more than three pints of blood, as the 
fall of blood pressure in such cases is so great that the 
haemorrhage ceases. This leaves him with 75 per cent. 
of his erythrocytes in some part of the circulation. Pro- 
vided that the necessary amount of fluid can be introduced 
into the circulation—and made to stay in—his remaining 
red cells should be entirely adequate to maintain life. 
It is in such cases that the infusion of plasma protein 
should provide the necessary osmotic pressure to keep 
the fluid in the vessels. 

Dried plasma, in the form of “lyophil serum” pre- 
pared by Flosdorf and Mudd’s method, has been utilized 
in the treatment of experimental shock by Mahoney (1938) 
and Bond and Wright (1938). From a comparison of 
the results of plasma infusion with those of whole blood, 
saline, and gum acacia they considered plasma to be the 
most efficient therapeutic agent in restoring the normal 
blood pressure. 


(B) POST-OPERATIVE SHOCK AND POST-OPERATIVE 
PULMONARY OEDEMA 


Post-operative shock is similar in nature and effect to 
wound shock, although somewhat slower in onset. In a 
series of major post-operative cases Walther (1937) showed 
that a considerable fall occurred in the absolute plasma 
protein value of the blood in association with haemo- 
concentration in those cases which developed shock. Such 
cases are in the same need of plasma proteins as 
the cases of wound shock. 


If the fall in protein value of the blood is treated by 
the administration of large amounts of saline pulmonary 
oedema tends to develop, and in fact it is the lung tissue 
which is the first area in shocked cases to give visible 
demonstration of the effect of the exudation of the fluid 
into the tissues from the capillaries. It is generally 


recognized that administration of sodium chloride in post- 
operative cases should be strictly limited, and, unless 
it can be controlled by blood chloride estimation, the 
amount should not exceed two pints of normal saline, 
given immediately after operation. The introduction of 
plasma proteins should reduce the tendency of fluid and 
salt to escape from the capillaries in these cases, and we 
would therefore suggest that plasma transfusions might 
be administered with advantage in cases of pulmonary 
oedema developing in the course of post-operative saline 
infusions. 
(C) BURNS 

Following burns the reaction in the skin and the tissues 
is the outpouring of a fluid rich in plasma proteins that 
produces the characteristic vesication. This factor, com- 
bined with the shock, again gives rise to a haemoconcen- 
tration, and the administration of plasma is indicated in 
such cases. The treatment of the shocked state in burns 
by administration of plasma has already been the subject 
of a communication by McClure (1939), and is being tried 
out in a number of centres throughout the country. 


(D) OEDEMA 

Oedema of nephritic origin is associated with a lowered 
plasma protein value, as has been shown by Moore and 
van Slyke (1930), who demonstrated that in such cases 
oedema supervened when the plasma protein value reached 
the critical level of approximately 5.5 grammes per cent. 
Such cases have been treated by giving a high protein 
diet, but the restoration of the normal plasma _ protein 
level is slow, particularly as regards the albumin factor. 
We have not as yet had the opportunity of testing the 
utility of introducing plasma proteins in cases of this 
kind, but it would appear possible that plasma transfusions 
might find an additional application of value in severe 
cases of renal oedema and possibly also in famine oedema, 
where a similar protein loss is operative (Knack and 
Neumann, 1917). . 


Amount of Plasma to be Administered 


The maximum quantity of plasma we have given at 
one transfusion is 500 c.cm., and if Group O (IV) or 
pooled plasma is used it would seem advisable, in view 
of the presence of the « and f factors, not to exceed this 
dose, as the concentration of these agglutinins in_ the 
recipient may rise high enough to produce sufficient 
agglutination of the red cells to cause unwonted eflects. 
Group AB (1) plasma or the artificial Group AB (I) plasma 
should, however, be administrable in any quantity. 


Experience of the Use of Plasma Infusion 


Our experience of the use of plasma transfusions, both 
of natural plasma and of the reconstituted solution from 
the dried product, is as yet not great enough to allow 
of full assessment of their value, but it may be said that 
the results so far fully maintain the claims put forward. 
The estimation of the value of any form of therapy in 
shock is not easy, as the different degrees and _ states 
of shock are difficult to estimate and compare, while the 
post hoc sed non propter hoc criticisms are not easy to 
contest. We do not propose to give detailed figures and 
an analysis of our results until we have studied the effect 
in a larger number of cases. At this stage we would 
merely state that our experience justifies the following 
observations: (1) The effects in cases suffering from 
wound shock and post-operative shock are certainly equal 
to those which experience would lead one to expect 
following a blood transfusion. (2) In the treatment of 
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severe burns and scalds our results confirm the already 
established claims of the efficiency of plasma infusions. 
(3) Previous testing of the blood groups of patients appears 
to be unnecessary in plasma transfusions. 


Conclusion 


We would point out that the chief aim of this article 
is to draw attention to the ease with which dried plasma 
may be prepared and to its obvious advantages over 
natural plasma in war surgery. In view of the possibilities 
of extensive demands being made on the resources of those 
who have to treat wound shock it is imperative that any 
line of treatment claiming to be of value should be tested 
as fully as possible and at the earliest opportunity. In the 
hope that the value of dried plasma will be submitted to 
this trial we have taken the step of publishing at this 
Stage what is obviously an incomplete series of clinical 
observations. 


Summary 


The method of withdrawing, storage, and delivery of plasma 
is described. 

Details of the continuous-feed plasma drier are given for 
the preparation of dried plasma. The production of dried 
plasma is cheap, and larger quantities may be prepared by 
reduplication or enlargement of the apparatus. 

The ideal plasma for administration is Group AB (1) plasma, 
but the plasma of any group may be given to any patient 
up to 500 c.cm. Group AB (1) plasma can be administered 
in any amount. 


Group AB (1) plasma may be prepared artificially by 
mixing Group A (II) and Group B (IIL) bloods and withdraw- 
ing the resultant plasma. 


The dried plasma may be carried in ampoules and ad- 
ministered by any intravenous saline apparatus. It can be 
stored at room temperature, and will apparently remain 
effective indefinitely. 


The rationale for the administration of plasma in wound 
shock, post-operative shock, and incipient pulmonary oedema, 
burns. nephritic oedema, and malnutritional oedemas is dis- 
cussed. 

Twenty grammes of dried plasma, dissolved in 250 c.cm. of 
distilled water or 500 c.cm. of 5 per cent. glucose in distilled 
water, is equivalent in plasma protein value to one pint of 
citrated blood. 


Our experience of its use is not great enough fully to assess 
its value, but its anti-shock property appears to be comparable 
to that of whole blood. It seems to be ideal for use in 
emergency, where no supply of blood is easily available, and 
in war surgery. 


We wish to express our grateful thanks to Professor O. 
Herbert Williams, professor of surgery, University of Liver- 
pool, for much helpful advice and encouragement, and to 
Emeritus Professor Sir “Robert Kelly for his keen interest. 
Our acknowledgments are due to the members of the staff of 
the Royal Liverpool United Hospital for allowing us to study 
the effect of plasma transfusions on their patients. and to the 
Merseyside War Blood Bank for supplies of plasma. 
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TREATMENT AND PRIMARY SUTURE 
OF FACE WOUNDS 


BY 


EDWARD D. D. DAVIS, F.R.C.S. 


Surgeon to the Ear, Nose, and Throat Department, Charing 
Cross Hospital ; Consulting Surgeon, Queen Alexandra 
Military Hospital, Millbank 


This paper has been written to emphasize the importance 
of the immediate treatment of wounds of the face by 
Operation and primary suture. I treated a large number 
of these cases during the war of 1914-18 at a special 
hospital in London for injuries of the face and jaws, and 
also, later, at a casualty clearing station in France which 
was a centre for injuries of the head. Some of these cases 
have been followed up, particularly when the injury had 
involved the nose and nasal sinuses ; and motor-car and 
flying accidents have also supplied a few sporadic cases in 
recent years. 

During the early part of that war these patients arrived 
at the base hospital in this country in a septic condition: 
nothing had been done for them beyond the application 
of a large dressing. It is presumed that on account of 
the fear of cellulitis and severe sepsis there was no 
suturing. The torn cheek or lips or even eyelids were 
oedematous and hanging out of place. Secondary haemor- 
rhages were common, and a large dressing soaked in saliva 
and discharge added to the patient’s misery. 

It was an entirely different picture when the patient 
had been operated on within twelve hours of being 
wounded. The lacerated edges were trimmed and the 
wound was thoroughly cleaned, loose fragments of bone 
were taken away, and foreign bodies, pieces of shrapnel, 
and bullets, if accessible, were removed along their track 
of entry. If a nasal sinus was involved free drainage 
was established into the nose. The soft tissues were 
loosely stitched by interrupted sutures, without tension of 
the skin, and the damage was repaired: when this was 
done within twelve hours, before any inflammatory reac- 
tion occurred, healing was satisfactory and rapid. If the 
wound was loosely sutured after inflammation had begun 
the stitches cut out; but even then haemorrhage had 
been controlled, the amount of sloughing reduced, and 
deformity diminished, though such a good result as is 
obtained with early suture must not be expected. Efficient 
drainage was of course essential. The wound was dusted 


- with boric powder and no dressing was required ; in fact, 


the patient was much better without it, and only needed 
a gauze mask to hide his injury from other patients. 
Injuries to the Orbit and Nose 

It is necessary to give a brief description of those cases 
of injury to the face which were seen at a casualty clearing 
station in order to indicate the details of the required 
operative technique, which varies according to the site 
and extent of the wound. The majority of the severe 
injuries in the region of the orbit or nose with penetration 
of the dura were fatal. At the post-mortem examinations 
extensive fractures of the anterior fossa of the skull, with 
fissure or comminuted fractures of the roofs of the orbits 
and nose, were discovered. The missiles had had a 
bursting effect, shattering the eggshell-like bone of the 
ethmoids and orbits. Specimens of these injuries are in 
the War Museum of the Royal College of Surgeons, and 
it is unfortunate at this time that the museum should 
be closed. 

Fracture of the anterior fossa of the skull was accom- 
panied by an extensive and diffuse intradural haemorrhage 
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which crept up on to the cortex of the frontal lobe and 
was the cause of death in those who succumbed within 
twenty-four hours. Only one case of this type occurred 
in which there was bleeding from the superior longitudinal 
sinus. If these patients survive this period infection from 
the nasal cavities results in a basal meningitis, and death 
supervenes in from three to six days. This infection from 
the nose was another factor which made these injuries 
so fatal, and whenever the dura was penetrated through a 
nasal sinus the prognosis was serious and with a few 
exceptions a septic meningitis or brain abscess arose. 
In addition the fragment of shell or bullet generally lodged 
in an inaccessible region of the brain. The late Professor 
Harvey Cushing (1918) records eight cases of this kind 
which he called the cranio-cerebro-nasal type ; only three 
patients recovered, and one of these died of status 
epilepticus twelve months later. I have the notes of 
twelve cases of the above type, three of which recovered. 

There is another ghastly wound, nearly always fatal, 
which should be mentioned—namely, the “ through-and- 
through” wound of both orbits and nose. The eyeballs 
were pulped, the eyelids torn, and the whcle appearance 
gave the impression that the eyes had been gouged out. 
If the eyeball has been damaged and sight destroyed there 
should be no hesitation in enucleating the eyeball to estab- 
lish better drainage. Some of the injuries to the orbit 
are foliowed by a lacrimal sac suppuration and obstruc- 
tion, but drainage of the sac into the nose by dacryo- 
cystostomy at a later date is very successful. Fortunately 
those cases with less severe injuries io the sinuses in which 
there was no penetration of the dura all did well. 

The walls of the frontal sinus were often comminuted, 
and the posterior wali formed a depressed fracture which 
on removal exposed the dura. Frequently the eyeball was 
ruptured and enucleation was obviously necessary. If the 
anterior portion of the ethmoid was intact and the fronto- 
nasal duct uninjured, drainage of the frontal sinus was 
established into the nose by this channel—the best method 
of efficient drainage, so essential to all injuries of the 
frontal sinus. When the bridge of the nose with the 
fronto-nasal duct was blown away drainage into the nose 
was difficult. In these cases the frontal sinus was 
obliterated and an attempt made to establish some con- 
nexion with the nose for drainage. Obliteration of the 
frontal sinus does not give a satisfactory result in every 
case, and drainage into the nose is to be preferred. (Once 
a year I see a patient in whom the bridge of the nose 
was blown away and the right eye enucleated. Both 
frontal sinuses have been obliterated by operation. 
Embedded deeply in the posterior wall of the nasopharynx 
he has a large piece of shell, which has produced no 
symptoms. He is able to carry out his duties as vicar 
efficiently and with comfort.) The nasal bones, if frac- 
tured, are replaced, and only loose fragments of bone 
are removed. The skin and mucous membrane are pre- 
served, and when a large area of skin has been destroyed 
the mucous membrane is carefully stitched to the skin 
edge. The maxillary antrum, the floor of the orbit, and 
the infra-orbital margin were often fractured, and so far 
as possible should be replaced. 


Wounds of Antrum, Ethmoid, and Sphenoid 


The simple through-and-through rifle-bullet wound of 
the antrum required no special treatment and in my 
experience healed without further trouble, though ad- 
hesions between the nasal septum and the outer wall 
of the nose may have to be divided later. I saw three of 
these cases some years after treatment, and one as recently 
as last December, and all of them have had no trouble 


since the wound healed. Occasionally a soldier has been 
shot by a sniper apparently along the line of his own 
rifle barrel, the bullet entering the centre of the cheek 


_ below the orbit and passing out of the neck with little 


damage. A foreign body must not be left in the antrum 
or any nasal sinus. It can be removed easily by opening 
the antrum through the canine fossa. In orbital cellulitis 
drainage of the orbit through its floor into the antrum, 
then draining the antrum into the nose, has proved to be 
a simple and satisfactory procedure, and is better than 
drainage by any other route. When the facial wall of 
the antrum is badly smashed and the injury to the antrum 
is extensive it is imperative to drain the antrum into the 
nose by removing a portion of the antro-nasal wall: 
owing to the full exposure of the interior of the antrum 
by the wound this is a simple operation and does not 
necessitate special instruments. 

The ethmoid is damaged when the upper part of the 
nose is blown away and, owing to its fragility, a com- 
minuted fracture often involves the roof of the nose and 
base of the skull, which adds to the gravity of the case. 
The same may be said of injuries to the sphenoid. In 
both cases free drainage into the nose must be established. 


Fracture of Jaws; Wounds of Eyes and Lips 


When the jaws are fractured only loose fragments of 
bone are removed. A fracture of the mandible wil not 


unite if the teeth on each side of the line of fracture 


are not extracted. In some cases a tooth has disappeared 
into the fracture. It should be found and extracted. 
Impressions of fractured jaws are taken, and cap splints 
should be made and applied by the dental surgeon as 
soon as possible. While this is being done the four-tailed 
bandage described by Mr. Kelsey Fry (1939) is applied 
to fix the mandible. Mouth wounds require frequent 
irrigation with Dakin’s solution of normal saline, particu- 
larly before and after food, using a Higginson syringe 
and cannula. 

Wounds in the region of the eyes and of the lips cause 
the greatest disfigurement. The orifice of the mouth 
should be restored, and the mucous membrane of the lips 
sutured as well as the skin. The same applies to the 
nostrils, the conjunctiva, and eyelids. If the orifices of 
the face are carefully restored and sutured subsequent 
plastic operations are simplified. The steel hat has been 
of the greatest value in saving life, and has often turned 
what would have been a fatal wound into a simple one, 
but something more is required to protect the face and 
eyes. An easily adaptable appliance which the soldier 
can wear with comfort without reducing his field of 
vision and fighting capacity would be a great benefit. 
Something in this line has already been done by Sir 
Richard Cruise, but further development and distribution 
are needed. 

Treatment at the C.C.S. 


When the cases described above arrive at the casualty 
clearing station many are suffering from shock of varying 
degree and require rest and sleep. Unless haemorrhage 
is continued or unless there is some urgent need for 
immediate operation a hypodermic injection of 1/4 grain 
morphine and 1/100 grain atropine is given, and after two 
hours of sleep and warmth the patients are radiographed 
and sent to the operating theatre. A tranquil anaesthetic 
is essential, and more particularly if a fracture of the 
skull is suspected. Evipan, avertin, or some pre-anaes- 


thetic medication is helpful. A suction pump for the- 
nose and mouth is almost indispensable. An efficient 


diathermy apparatus is most valuable, not only to secure 
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bleeding points by the method adopted by the neurological 
surgeon but to excise hopelessly damaged tissues and torn 
edges. Incisions of the face and inside the mouth by the 
diathermy needle, used with a light hand, heal quickly 
and well. Ligatures are avoided whenever possible. 
Haemorrhage from the nose is controlled by packing with 
adrenaline gauze. The wound is thoroughly cleaned and 
loose fragments of bone and all accessible foreign bodies 
are removed. Efficient drainage is established, and the 
mucous membrane and skin are sutured loosely and with- 
out tension by interrupted black synthetic horsehair or 
fine silkworm-gut stitches. The wound is dusted with 
boric powder ; a dressing is better avoided, but if oozing 
is troublesome a light one is applied for twelve hours 
only, being then replaced by boric powder. When the 
patient is returned to bed he is kept in a sitting position, 
preferably by a modern Fowler bed. This position is 
important because drainage is better, haemorrhage and 
oedema are diminished, and the patient is less likely to 
develop pneumonia. 


Stitches are removed early, about the fourth day. 
Alternate stitches, if loose, can be removed earlier. If 
suppuration develops some of the stitches are removed. 

1 am convinced that early operative treatment and 
suture of face wounds before the inflammatory reaction 
sets in prevent a considerable amount of suppuration, 
haemorrhage, and deformity, and many tedious plastic 
operations. 
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TWO COMMONLY MISUNDERSTOOD SKIN 
CONDITIONS IN INFANCY 


BY 


I. GORDON, M.D., D.P.H. 
Assistant Medical Officer of Health, Ilford 


Probably there is no branch of medicine in which so 
much superstition exists as in the minor ailments of 
infancy. No doubt this is largely due to the influence of 
folk-lore, well-meaning grandmothers, and certain nurses 
who control this department of medicine. Some of the 
conditions are so prevalent and so mild that the prac- 
titioner does not come much into contact with them, and 
when he does he cannot sustain enough interest to inves- 
tigate them. This is noticeable when search is made in 
the literature, for in comparison with the great mass of 
papers that obstructs investigations into some subjects the 
published work on a matter such as napkin rashes is very 
scanty indeed. 
The Scurfy Head 


In a consecutive series of 100 infants forty-five had 
what is sometimes called a scurfy head, and the mothers 
of a further twenty-one gave a history of this condition. 
Under the names of scurfy head, seborrhoea, and sebor- 
thoeic dermatitis are confused two entirely different con- 
ditions, which may perhaps be clarified by calling them 
milk crust and pityriasis capitis. 

Milk ‘Crust.—This is a very common condition in young 
infants, especially those in poorer families. A yellow or 
yellowish-green crust in thick large flakes, or even a con- 
tinuous layer, is found on the vertex of the skull, especially 
over the anterior fontanelle. This condition has been attri- 
buted variously to a persistence of the vernix caseosa or 
to an excessive secretion of the sebaceous glands—a true 


seborrhoea. In reality it is the result of three factors: (1) lack 
of soap and water; (2) application of olive oil and vaselin ; 
and (3) the disinclination of the mother to apply friction over 
the anterior fontanelle. A majority of mothers in the working 
classes believe that soap must not be used on the scalp; the 
reason they give is that it causes scurf. Paradoxically enough, 
a mother who has never used soap for this reason will bring 
along a baby with extensive scurf and still refuse to clean the 
child’s head properly, although soap could not have been 
responsible, as it had never been applied to the scalp. 
Instead she will persist in rubbing in olive oil or vaselin 
and, because she is afraid of causing injury over the fontanelle, 
not rubbing it off. The milk crust is thus largely oltve oil 
or vaselin and dirt. There is no reason why a toilet soap 
should not be applied to the child’s scalp, provided that the 
skin itself is not inflamed. The treatment for this condition is 
very simple—soap and water and a little energy. 

Pityriasis Capitis (Simple Dandruff).—This condition is often 
confused with milk crust and is often combined with it. The 
scurf consists of very fine small white scales. It is not con- 
fined to the vertex, but spreads all over the scalp and to the 
eyebrows. The skin itself may become inflamed and there 
may be scratch marks. It is very likely that some of these 
cases proceed on to infantile eczema, but this is difficult to 
prove. In view of this possibility it is most desirable that 
the condition be quickly brought under control. This is easily 
managed by the application of a weak sulphur and salicylic 
acid ointment, say | per cent. This ointment should be kept 
handy at infant welfare centres. A series of fifteen cases were 
treated in this manner, with only one unsatisfactory result. 
It is in some of these cases, in which some inflammation may 
exist, that the use of soap is inadvisable. 

A large number of cases of scurfy head are a com- 
bination of these two conditions. In a consecutive series 
of thirty-nine cases seventeen were milk crust—that is, 
oils and dirt—ten appeared to be purely cases of pityriasis 
capitis, and twelve were a mixture of the two. It is 
probable that pityriasis capitis is an affection most likely 
contracted trom the nearest relatives, especially the 
mother. Some figures tend to bear this out. Of sixty- 
four mothers who complained of dandruff and had single 
infants, fifty-four had infants with scurfy heads—that is, 
84 per cent. Of forty mothers who did not complain of 
dandruff, twenty-six had infants with scurfy heads—that 
is, 65 per cent. 


Napkin Rash 


My purpose here is to describe a single form of this 
rash, and by far the most common. If we wish to impress 
the mother we may call it dermatitis simplex infantilis of 
Jacquet (1905). Granny and the nurse will call it a 
teething rash, and most mothers feel hurt if they are 
told that it is a napkin rash. 


The rash occurs in the napkin area, more over the 
prominences than in the flexures, and is said to involve the 
calves and heels if they come in contact with the napkin. 
Mild cases show just an erythema, but the condition may 
proceed to vesication, papules, and ulceration. It has very 
definite clinical features, the most important of which is 
the smell of ammonia that accompanies it. This odour 
arises from the soiled napkin, and not from the urine if 
passed directly into a chamber. The chief features are: 
(1) the smell of ammonia ; (2) age—this condition rarely 
occurs under the age of 3 months, and may continue until 
the child has learned cleanly habits; (3) both the odour 
and the rash are worse in the morning when the mother 
removes the napkin; (4) the disease is commoner in the 
poorer classes; (5) the incidence is much greater in the 
winter months; and (6) any abrasion, ulcer, or rash in 
the napkin area sustains and worsens the condition. 


The following table, which consists of statistics collected 
at three infant welfare centres, A, B, and C, shows the 
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incidence of the rash under different social conditions. 
Centre A is in a middle-class residential part of Ilford, 
centre C is in a poorer working-class section, and centre B 
is socially intermediate. The figures relate to a week in 
January and a week in July. 


Centre 
‘Smelt oniy|and Rash] Normal {and Rash] Norma 
A 9 4 8 12 0 14 
B 6 6 2 6 2 1 
c 6 d 8 3 4 0 12 


Of the mothers of fifty-two infants seen consecutively 
in a week in January, thirty-nine (75 per cent.) stated, 
after a leading question, that the napkins smelt of 
ammonia. In July, in twenty-four (39 per cent.) of sixty- 
one cases, the mother made a similar statement. The 
incidence of the rash itself was 35 per cent. in January 
and 3 per cent. in July. It may be mentioned that the 
weather was rather cold and very warm respectively in 
the chosen weeks. In January, in centre A four out of 
twenty-one had a rash, and in centre C eight out of 
seventeen, corroborating—but not proving, as the figures 
are too small—the clinical impression that the condition 
is commoner among the poorer classes. 


Aetiology of Napkin Rash 


1. Ammoniacal Odour.—There can be no doubt that napkin 
rash is an ammoniacal dermatitis, and accordingly may be 
classified as a dermatitis venenata. However, there is no 
unanimity as to the origin of the ammonia. Cooke (1921, 
1926) has gone very carefully into the problem, and has come 
to the conclusion that a Gram-positive bacillus derived from 
the faeces splits up the urea and causes the formation of 
ammonia. To inhibit the growth of the organism he recom- 
mends that the napkins be soaked in | in 4,000 perchloride 
of mercury. Pritchard (1938), however. insists that the con- 
dition is an acidosis which gives rise to an excess of 
ammonia salts in the urine, and that it is cured by pre- 
scribing alkalis. This explanation-does not seem to account 
for the age, social, and seasonal incidence of the disease, and 
I refuse to believe that 75 per cent. of the healthy babies in 
Ilford suffer from acidosis in cold weather. As to alkalis 
curing the disease, most nurses would attribute an equal charm 
to barley-water, which they universally prescribe with reason- 
ably satisfactory results. 


Most textbooks mention alkaline soaps and soda used in 
washing the napkins as the cause of the disease, either by 
direct irritation or by the displacement of the ammonia from 
its salts. This cannot be the case. however. as most mothers 
are careful in the choice of the soaps they use, and very few 
indeed use soda. The bacteriological theory appears the most 
tenable if to the Gram-positive bacillus of Cooke be added 
other commensal and pathogenic organisms found on the 
skin, since observation shows that ulcers and abrasions of any 
kind tend to prolong the disease. 


2. Age Incidence——The condition very rarely occurs under 
the age of 3 months. This raises some interesting problems, 
and considerably simplifies the differential diagnosis. The 
younger the infant the more frequently it passes urine, and 
the more often would its napkins require changing. This 
suggests that ammoniacal decomposition would occur more 
frequently, but the opposite is the case. Perhaps this is due 
to the fact that the urine of small infants is more dilute or 
that the bacillus from the stool has not yet developed. Above 
the age of 3 months the vast majority of cases of napkin rash 
are the effect of ammonia; below this age the smell of 
ammonia is absent, and one must consider other conditions, 
such as syphilis, thrush, acid stools, and the very common but 
not often mentioned septic follicular rash found in the 
napkin region in infants in the first few weeks of life. 


3. Nocturnal Incidence-—This feature in the aetiology is 
very important, and is usually ignored. A careful mother 
can change an infant’s napkins with regularity during the day, 
but even in the best of families the child must remain damp 
for some hours at night. If the trouble starts. therefore, it 
may continue in spite of the best attention to napkin hygiene, 
and the mother is naturally indignant if the napkins are 
blamed as the source of the trouble. We have come so to 
take for granted the inescapable inconveniences of life that 
no one seems to think it unnatural that an infant must soak 
for hours in its own urine. There appears to be no solution 
to this problem. The rash when it occurs is easily cured ; 
prophylaxis, however, is very difficult, especially in the poorer 
home. 

4. Social Incidence—That the disease is commoner in 
poorer families is no doubt due to the obvious fact that the 
poorer mother often has not got the time to change her 
infant’s napkins when required, and cannot have the napkins 
washed with the regularity and thoroughness possible in better- 
class homes. Similar reasons no doubt explain why the 
condition is commoner in twins. 

5. Seasonal Incidence.—Clinical descriptions seem to ignore 
the fact that in this country the rash is predominantly a cold- 
weather disease. One may speculate as to why this is so. 
Possible explanations are, first, that urine is passed more 
copiously in cold weather : secondly, that napkins are changed 
less frequently on cold nights, perhaps because the mother 
has to get out of bed to do it ; and, thirdly. that conditions for 
drying and airing napkins are less favourable for the poorer 
family. 

Waterproof knickers, if they result in the retention of 
wet napkins, obviously tend to cause or prolong this con- 
dition: but if napkins are changed regularly they do 
little harm, unless worn at night. 

Unlike pityriasis capitis, napkin rash is a self-limited 
disease, and never results in eczema. Perhaps that is why 
so little interest is taken in it to-day. There was a time 
when it was much discussed in order to differentiate it 
from syphilis (Adamson, 1908). This problem should now 
rarely present difficulties. Other conditions must be con- 
sidered in the differential diagnosis, but they will not be 
discussed here, as they are not often seen in the welfare 
centre in infants above the age of 3 months. 


Meatal Ulcer 


A fairly common and distressing condition found in 
male circumcised infants is an ulcer with crusting at the 
urinary meatus. This is very painful and causes the infant 
to retain his urine as long as possible. There generally 
appears to be some narrowing of the meatus. The mother 
usuaily asserts that the surgeon who performed the opera- 
tion did it carelessly. Other people think that the con- 
dition is the result of friction with the napkin or clothing. 
The surgeons, as recent correspondence in the British 
Medical Journal has shown, have elevated this condition 
into a congenital disease—‘ congenital stricture of the 
meatus "—and treated it by meatotomy. I have sent 
several cases to the Infants Hospital, Vincent Square, for 
this treatment, with very satisfactory results, except for 
one case in which the ulcer spread after operation and 
became almost phagedaenic. However, the mothers of 
these children always complain of the strong ammoniacal 
smell of the napkins, so the impression was formed that 
this condition might well be due to the effect of ammonia 
on the sensitive epithelium of the glans penis exposed 
by circumcision, combined with the trauma caused by the 
stream of urine against a meatus that might be a little 
narrower than normal. Should this be the case meatal 
ulcer would be essentially a cold-weather disease, as is 
the napkin rash. Through the courtesy of Dr. John 
Tillie the dates of the operations for meatotomy for the 
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last five and a half years at the Infants Hospital, Vincent 
Square, were forwarded to me. Arranged in the months 
during which they were performed, they occur thus: 
January, 5; February, 4: March, 1; April, 2; May, 2; 
June, 2: July, 1; August, 1; September, 2: October, 4; 
November, 8; December, 8. That is, thirty cases were 
operated on in the months October to March and ten from 
April to September. A congenital disease would hardly 
show a seasonal incidence like this. No doubt there are 
large and small meatuses as there are large and small 
noses, but it is not necessary to describe this difference as 
a congenital disease, especially as the condition responds 
to the same treatment as does the ammoniacal napkin 
rash. Since perusing the literature I have found that 
Brennemann (1921) has come to the same conclusion as to 
the origin of the meatal ulcer. 


Although this condition seems confined to the circum- 
cised, many children with long redundant prepuces suffer 
from a similar dermatitis venenata, which may proceed 
to ulceration on the foreskin itself. 


Treatment 


As the condition is self-limited many forms of treat- 
ment are claimed to be successful. Internally alkalis are 
recommended by Pritchard (1938), and barley-water is 
given by most mothers and nurses. Locally tannic acid 
in alcohol, picric acid, and various antiseptic ointments 
have been prescribed. 

Cooke (1921, 1926) recommends soaking the napkins in 
1 in 4,000 perchloride of mercury to discourage the growth 
of the urea-splitting organisms. Although this treatment 
is satisfactory if used by the more intelligent mothers, one 
hesitates to recommend it to the average mother seen in 
a clinic, not only because of the poisonous nature of the 
antiseptic but also because of the difficulty in ensuring 
that the concentration is correct. Some authorities 
recommend soaking the napkins in boric acid solution, 
but | have not found this to be very satisfactory. Once 
the rash has developed it can be treated simply and 
effectively by dispensing with the night napkin, and using 
in its place a piece of boric lint, cut to the right size and 
discarded in the morning. Apparently the boric acid 
both neutralizes the ammonia and inhibits the growth of 
the bacteria. A similar procedure will cure the meatal 
ulcer. 


This treatment is obviously too expensive for routine 
prophylaxis, which, apart from impressing on her the 
elements of napkin hygiene, must remain an unsolved 
problem for the poorer-class mother. 


Summary 


The condition known as scurfy head is shown to consist of 
two distinct clinical entities, milk crust and pityriasis capitis, 
although these two conditions are often combined. The 
treatment is indicated. 


The napkin rash due to irritation by ammonia is discussed. 
The main features in its aetiology, such as age, seasonal, 
social, and nocturnal incidence, are discussed. Meatal ulcer 
of the glans penis is considered as a branch of this disease. 
The treatment is briefly indicated. 


The work for this paper was done in the infant welfare 
centres of Ilford. For this opportunity | wish to make my 
acknowledgment to Dr. A. H. G. Burton. 
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A STITCH FOR USE IN THE HARRIS 
PROSTATECTOMY 


BY 
O. STANLEY HILLMAN, MLS., F.R.C.S. 


Honorary Surgeon, Royal Portsmouth Hospital; Visiting 
Surgeon, St. Mary's Hospital, Portsmouth ; Honorary 
Consulting Surgeon, Petersfield Hospital 


The stitch here described is one which I use in the 
Harris prostatectomy for bringing down the posterior edge 
of the mucosa of the bladder to the urethral mucosa in 
the reconstructive stage of the operation. It is not an 
original stitch in itself, but I think its application to this 
purpose is original. Those who have seen the stitch in 


Fic. 1.—Needle entered behind centre of posterior mucosal 
edge. 


Fic. 2.—Stitch tied, giving a loop and two free ends. 


Operation have been much impressed with the way it fulfils 
its purpose. The stitch is that used in the operation of 
amputation of the uterine cervix, and is well illustrated 
and described in Chapter VII of Berkeley and Bonney’s 
Textbook of Gynaecological Surgery: in fact, it was 
while carrying out that operation that it occurred to me 
the stitch might prove ideal in prostatectomy. 

After the prostate has been shelled out and the self- 
retaining retractor arranged satisfactorily it is of the 
greatest help to use a Morson’s anterior retractor with 
speculum, so as to obtain good exposure of the prostatic 
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cavity. The posterior edge of the mucosa is thus put 
on the stretch, and now, choosing the centre of this edge, 
the boomerang needle is entered just behind the edge, 
not taking a deep bite. The centre of a piece of No. 2 
catgut, which should be at least three feet in !ength, is 
threaded on to the needle, which is then withdrawn 
(Fig. 1). This gives a loop posteriorly and two ends in 
the prostatic cavity anteriorly ; the two ends, treated as 
one thread, are knotted with the loop (Fig. 2). In this 


Fic. 3.—Needle entered behind interureteric bar, threaded 
with one free end. 


Fic. 5.—Stitch tied, pulling posterior mucosal edge down 

to torn urethral edge. 
way a firm hold is obtained of the edge of the mucosa, 
which has to be drawn down as near as possible to the 
urethral mucosa. We thus have two free ends and a 
loop. One end and the loop are each clipped in forceps 
and laid ready for use; the other end is placed in the 
forceps for threading the boomerang needle ready for the 
next step. 

The needle is now entered behind the interureteric bar, 
just to one side of the midline, and is pushed downwards 
and made to appear through the prostatic capsule as close 
to the torn urethra as possible. It is threaded with one 
of the free ends and withdrawn (Fig. 3). The needle is 
again entered behind the interureteric bar, this time a 
little to the other side of the midline, and is made to 
appear through the capsule at the same level as the 
previous stitch. It is threaded with the remaining free 


end, which is brought back as the needle is withdrawn, 
The two free ends are now projecting backwards from 
behind the interureteric bar, each a little to one side of 
the midline (Fig. 4). 

The next step is to pull on the two free ends. The 
result is that the posterior mucosal edge must travel down 
to the urethral mucosa and, when the two ends are 
knotted together, must also be held down there securely 
(Fig. 5). Finally, the two free ends are taken together 


Fic. 4.—Stitch ready for second tie with two free ends behind 
interureteric bar. 


as one and knotted to the loop: this further presses the 
flap down and controls bleeding ; the spare ends are cut 
away and the stitch is complete (Fig. 6). 

The remainder of the operation is completed in the 
usual way by passing the rubber catheter and closing the 
anterior part of the cavity with a figure-of-8 stitch. The 
catheter is suspended in the bladder by a stitch going 
through the bladder and abdominal wall, and the bladder 
is closed with or without drainage according to individual 
practice. All the cases in which I have used this stitch have 
done very well, and because of this and the wonderfully 
good reconstruction that appears to result I hope this 
short description may suggest a trial by others. The 
speculum of the Morson retractor and the self-retaining 
retractor have been omitted from the illustrations for 
ease of drawing and for clarity. 
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POST-PARTUM RETINAL ARTERIAL 
OBSTRUCTION ASSOCIATED 
WITH HEMIPLEGIA 


BY 
A. M. WRIGHT THOMSON, M.B., Ch.B. 
F.R.F.P.S., D.O.M.S. 


Assistant to the Professor of Ophthalmology, University of 
Glasgow ; Assistant Surgeon, Glasgow Eye Infirmary 


Cases of retinal arterial obstruction following the termina- 
tion of pregnancy have been recorded, but the association 
of contralateral hemiplegia with the obstruction is, I think, 
rare enough to warrant publication of the following case. 


Case History © 


A married woman aged 33 was admitted to the Glasgow 
Royal Maternity and Women’s Hospital on May 29, 1939, 
following accidental haemorrhage occurring in the seventh 
month of her pregnancy. This was the patient’s eighth 
pregnancy, the last three having terminated prematurely, and 
the uterus emptied itself spontaneously. Her recovery from 
the haemorrhage, which was moderate in amount and 
did not lead to collapse, was uneventful until the seventh day, 
when, as she was about to rise from bed, she felt faint and 
closed her eyes for about five minutes. When she had 
recovered a little she opened her eyes and found that her 
left eye was “blind,” and that she had lost the power of 
her right arm and leg. The hemiplegia was transient and 
recovered in two days, but the dimness of vision persisted. 
When seen three days after the onset of symptoms the vision 
of the left eye was reduced to the perception of hand move- 
ments in the extreme temporal part of the field of vision. 
Central vision was absent. An examination of the fundus 
showed that the whole macular area and the surrounding, area 
for a distance of about two disk diameters was pale and 
elevated. This pale area extended inwards to the optic disk, 
the latter having blurred edges. The arteries were only 
slightly narrow and showed variations in their calibre. On the 
surface of the pale area close to the macula were several small 
haemorrhages, but at first no “cherry-red spot” was visible. 
This latter was in fact not noticed until three weeks later, 
when the oedema began to subside. The ophthalmoscopic 
picture altered little during convalescence apart from the 
usual gradual subsidence of the swelling in the perimacular 
area. The arteries, however, became increasingly narrow and 
variations in their calibre became more striking. Optic 
atrophy, as one would expect, supervened. Visual acuity 
improved to a slight extent, but only in the peripheral part 
of the field of vision, the central area remaining blind. The 
most she could do was to count fingers at about two metres 
distance, looking eccentrically. Blood pressure and urine 
remained normal throughout. 


Subsequent History 


A follow-up of the patient’s general and local condition has 
brought to light several interesting features. During her 
pregnancy she had no normal breast reaction, although such 
occurred in all her previous pregnancies, including those which 
ended prematurely. For a short time during convalescence 
she felt the cold keenly. There was no apparent change 
in her mental attitude towards life, as she went out normally 
and visited friends in her usual way. There was no abnormal 
loss of hair and, so far as she could tell, there was no change 
in her weight. Normal menstruation recurred about eight 
weeks after the termination of her pregnancy. 

On the patient's discharge from hospital, about three weeks 
after the event, various forms of treatment were instituted. 
She was given repeated inhalations of amyl nitrite followed 
by a subconjunctival injection of 1 c.cm. of acetylcholine. 
Two days later a subconjunctival injection of acetylcholine 
with dionin was given, but none of these measures caused 
any alteration in the fundus picture. There was, however, 
slight improvement in vision, but this was probably due to 


natural recovery of function rather than to any therapeutic 
measure. It is interesting to note that the capillary pressure 
as measured by the ophthalmo-dynamometer was equal in the 
two eyes. 

With the gradual subsidence of the perimacular oedema 
and the appearance of the cherry-red spot several areas of 
white “exudate” were seen grouped round the central area 
where the macula should have been visible. These altered 
little in the course of the next few months. 


Discussion 

The occurrence of blockage of the central retinal artery 
during or following pregnancy has been recorded in 
several publications (Minton, 1939; Stewart, 1936), but 
the combination of such a blockage with contralateral 
hemiplegia must be very rare. The combined occurrence 
is too dramatic to be purely coincidental, and it seems 
reasonable to look for some lesion which would involve 
both the central retinal artery and the arterial supply of 
the pyramidal tract. Such a combination of events has 
been attributed by Soerensen to thrombosis of the internal 
carotid artery. This seems a reasonable explanation and 
leads one to try to picture a possible source for such a 
thrombosis. Sheehan (1937 ; Sheehan and Murdoch, 1938) 
has described a series of cases in which necrosis of 
the pituitary gland, chiefly in its anterior part, has been 
found post mortem. 


These cases were traced back clinically, and it 
was found that there was usually a very definite series of 
events before death, the most important being collapse. 
There was almost always a history of such collapse fol- 
lowing delivery and very often due to profuse haemor- 
rhage. During convalescence the patients never felt 
really well. They felt the cold keenly and lost interest 
in their friends and in themselves. They occasionally lost 
weight, but more often became abnormally adipose, and 
their hair fell out. There was no mammary reaction, 
and menstruation ceased altogether or became scanty and 
irregular. In some cases there was a tendency towards 
genital atrophy. Death sometimes occurred rapidly, but 
was often long delayed. Such was the full-blown picture 
of post-partum necrosis of the pituitary. 


In the present case the full picture is not present, but 
there are two features which tend to bring it into line with 
this picture; such are the abnormal feeling of coldness 
and the absence of mammary reaction. It would seem 
reasonable, therefore, to assume at least the possibility 
that the pituitary has been involved. 


In Sheehan’s series of cases the arteries supplying the 
pituitary were found to be thrombosed, and he is of the 
opinion that this thrombosis gives rise to an infarct in 
the pituitary. The history of collapse is important, show- 
ing as it does that there has been a slowing up of circula- 
tion, with the consequent possibility of the laying down 
of fresh thrombus. In the present case such a collapse 
occurred when the unusual exertion of rising from bed 
was sufficient to cause it. When the patient opened her 
eyes she found that her left eye was “blind” and that 
the power had gone from her right arm and leg. The fact 
that the hemiplegia recovered rapidly shows that the 
cerebral nerve cells were not killed but were damaged 
slightly. The retina, however, was permanently damaged. 
It seems reasonable to assume that the retinal nerve cells 
have a power of recovery equal to that of cerebral nerve 
cells. It appears, therefore, that the vascular interrup- 
tion was more complete in the central retinal artery than 
in the middle cerebral artery. The next question to be 
decided is the nature of this vascular obstruction. There 
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are two possibilities—organic obstruction due to arterial 
thrombosis or embolism, and arterial spasm. The transient 
nature of the hemiplegia is in favour of spasm as a pos- 
sible cause. On the other hand, the retina, although 
vision has improved a little, is apparently permanently 
damaged, a fact which, while it does not exclude spasm 
altogether, favours organic obstruction as the cause of 
the interruption. 

A study of the anatomy of the pituitary gland region 
shows that the internal carotid artery on each side is in 
close proximity to the pituitary and that the arteries sup- 
plying the pituitary and the ophthalmic arteries leave the 
carotid artery close to the gland. Assuming that throm- 
bosis has occurred in the pituitary artery during preg- 
nancy, giving rise to pituitary necrosis as occurred in 
Sheehan’s series of cases, one can imagine that this throm- 
bosis might block the entire pituitary artery and even pro- 
trude into the lumen of the internal carotid artery. This 
state of affairs might quite well be sufficient to provide 
the brain and eyes with an adequate blood supply. Col- 
lapse, however, supervenes and there is a sudden slowing 
of circulation, with the possibility of the laying down of 
fresh thrombus forward to the opening of the ophthalmic 
artery with subsequent blindness, and also to the middle 
cerebral artery with subsequent hemiplegia. This latter 
blockage has not apparently been so complete as that 
involving the ophthalmic artery. 

Stewart (1936) has reported a case of post-partum 
pituitary necrosis, which she describes as a case of Sim- 
mond’s disease, in which visual acuity became very much 
reduced in one eye five days after delivery of twins at 
eight and a half months. Labour had been induced on 
account of the onset of toxaemic symptoms, and five 
minutes after delivery the patient had collapsed. The 
fundus was examined three weeks after delivery, when 
the optic disk was described as atrophic. Several months 
later degeneration” at the macula was noted. The 
patient died somewhat suddenly nine months after 
delivery, and at the necropsy degeneration of the anterior 
and posterior parts of the pituitary was found. There is 
a very strong possibility that in this case we are dealing 
with obstruction of the central retinal artery, although 
there is no proof of such an event apart from the late 
onset of optic atrophy. The author herself assumed that 
two separate emboli arose, one lodging in the central 
retinal artery and the other in one of the pituitary arteries. 
Sheehan, however, was unable to find any source of 
embolism in his series of cases. 

An attempt has been made to explain retinal arterial 
obstruction by the occurrence of thrombosis in the pelvic 
veins and the detachment of a small piece of thrombus 
which reaches the central retinal artery via a patent fora- 
men ovale (Minton, 1939). This assumes the presence of 
a relatively rare cardiac defect, and the above explana- 
tion, which indicates a direct path for arterial obstruction 
that would involve both the eye and the contralateral arm 
and leg and would also give rise to pituitary disorder, 
seems a more reasonable one. 


I am indebted to Professor S. J. Cameron, under whose 
care the patient was in the Glasgow Royal Maternity and 
Women’s Hospital, for permission to publish the case ; and to 
Dr. H. L. Sheehan, director of research in that hospital, and 
to Professor Ballantyne of the Western Infirmary, Glasgow, 
for much helpful advice in compiling this paper. 
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Clinical Memoranda 


= 


Fracture of Lumbar Spine: Signs of Cord 
Involvement : Laminectomy 


Fracture of the lumbar vertebrae by direct violence is 
uncommon, partly because of the strength of this portion 
of the spinal column and partly because of the recession 
of the lumbar spine, with the added protection of bulky 
external muscles. Fractures by direct violence will impli- 
cate the posterior neural arch of the vertebra, and signs 
of cord involvement due to bone pressure, in the event 
of such unlikely complications, will be incomplete in 
character. 


Case REPORT 


A man aged 20 was admitted to the County Hospital, 
Haverfordwest, on October 31, 1938, suffering from chest and 
back injuries caused when he was crushed beneath a 300- 
gallon petrol tank. He complained of pains over his right 
chest and over the lumbar region of his back. He was able 
to use his legs freely, but had a feeling of numbness in them. 


On examination no gross deformity in spinal alignment was 
found, but there was marked tenderness over the lumbar 
spines. Examination of the central nervous system revealed 
no motor or sphincter disturbance. Superficial sensibility 
was diminished and blunted to all forms of stimuli from a 
point two fingerbreadths below the umbilicus. There was 
loss of sense of position in the lower limbs, with incoordina- 
tion. X-ray examination of the lumbar vertebrae revealed a 
fracture of the spinous processes of L2 and of the laminae 
of L3 and 4. Nothing of note was seen in the body of these 
bones. 

On November 3 the subjective sensory complaints im- 
proved suddenly after the patient had been placed on a bed- 
pan. Examination of sensation in the lower limbs showed no 
abnormality, except an area of hyperaesthesia immediately 
above the pubes. Numbness of the limbs returned on Novem- 
-ber 16 and examination showed sensory disturbances with 
incoordination. 

On the 20th the sensory disturbances were more marked, 
the knee-jerks were brisk and accentuated, and severe periodic 
lumbar spine pain began. Observation with varied postural 
treatment was carried out until November 25, when, in view 
of persisting changes in the central nervous system, increasing 
lumbar pains, and deteriorating general condition, Jamineetomy 
was decided on. 

At operation on November 25 the spinous processes of the 
lumbar vertebrae were exposed and identified through an 
eight-inch median incision. Fracture of the base of the second 
spinous process and fracture of the laminae of L2, 3, and 4 
were noted. The spinous processes were removed at their 
bases and the spinal canal opened by a small trephine. The 


- laminae of L2, 3, and 4 were removed by bone-cutting forceps. 


Cerebrospinal fluid escaped from the wound at this juncture. 
The dura was Opened and the cord inspected. Pressure points 
of the spinal bony canal were excluded and the wound closed 
by interrupted chromic gut to the deep muscles with a con- 
tinuous suture of aponeurosis. A blood transfusion was given 
immediately following operation. 

Catheterization was carried out twice daily until January 2, 
1939, when there was partial control. Full control was 
regained on January 21. Repeated bacteriological examina- 
tions of catheter urine showed abundance of coliform bacilli. 
The patient was incontinent of faeces until January 21, but 
full control was regained later. 

After an interval of several days there was some discharge 
of cerebrospinal fluid, but the wound healed well subsequently. 
There was complete return of function to the lower limbs but 


some blunted reaction to all forms of stimuli persisted over 
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an area at the back of the right thigh. On January 23 the 
patient was able to get up, and later walked with the aid of a 
stick. He was discharged on February 12, 1939. 


In cases such as that described above the incomplete 
character of nerve disturbance creates a problem when 
the operation of laminectomy is considered. The diffi- 
culties of lumbar laminectomy are those associated with 
haemorrhage, which is continuous and formidable, the 
depth of the wound, and forward recession of the spine. 


Our thanks are due to Dr. Ander, house-surgeon to the 
County Hospital, for his industry and help. 


A. B. Davies, F.R.C.S.Ed., 
Surgeon, Pembrokeshire County Hospital. 
W. A. Hitt, M.R.CS., 


Medical Officer i/c, R.A.F., Pembroke 
Dock. 


Sulphapyridine in Human Anthrax 


A cow belonging to a farmer near Carrickfergus, Co. 
Antrim, died on November 11, 1939. Assisted by his 
farm labourer and a butcher-boy, he proceeded to open 
the animal and take the hide off it. The butcher-boy 
noticed that the spleen of the cow was enlarged and 
suspected anthrax. A veterinary surgeon was then called 
out, and he took away the spleen and demonstrated 
anthrax bacilli in it. 
Case I 

Ten days later the farm labourer went to his doctor com- 
plaining of a sore on his right hand. The doctor suspected 
anthrax, and sent the patient to the Royal Victoria Hospital, 
Belfast. The patient’s history was that the trouble started with 
a pimple about five days before ; he had scratched the top off 
it and then applied poultices, but it got larger, and he now 
had some pain in the axilla. The lesion was slightly itchy 
but not painful. It was situated at the base of the metacarpal 
bone of the right thumb, was about three-quarters of an inch 
in diameter, and consisted of a central black eschar surrounded 
by a raised partly vesicular margin and then a wide area of 
congestion and oedema. Several enlarged and tender glands 
were present in the right axilla. His temperature was 101.2 
and pulse 120. A film made from the serum showed anthrax 
bacilli. 


The treatment on admission was 70 c.cm. of Sclavo’s serum 
intravenously, together with 0.6 gramme of N.A.B. Next 
day he appeared no better, and was given 40° c.cm. 
of serum and 0.6 gramme of N.A.B. By the evening 
he had not improved, so he started sulpha- 
pyridine 1 gramme (two tablets) four-hourly, and the serum 
and N.A.B. were stopped. The result of the sulphapyridine was 
to cause a drop in the temperature from 102.5° to 99° in 
twelve hours and in the pulse rate from 110 to 90. The 
patient felt a little better, and next day the local lesion ceased 
to spread and soon became less inflamed. The temperature 
never rose again. The patient had altogether 15 grammes of 
sulphapyridine. Before the drug was stopped he became some- 
what cyanotic, but showed no other toxic signs. 


Case Il 


The butcher-boy, aged 17, was admitted late the same night. 
He presented a typical pustule on the left forearm: his tempera- 
ture was 101° F. He was given 50 c.cm. of serum intra- 
venously and 0.6 gramme of N.A.B., and next day 40 c.cm. 
of serum and 0.6 gramme of N.A.B. It was at first intended 
to give him no sulphapyridine and to use him as a control 
for the other case, but as he appeared to be getting worse next 
Morning it was decided to administer sulphapyridine. He had 
2 grammes at the start, followed by 1 gramme four-hourly. 
His temperature was lower after four hours, and in twelve 
hours was down almost to normal. He continued to improve 
generally and locally, and showed no toxic symptoms. 


DISCUSSION 

The results in these two cases appear so striking that 
one feels certain that sulphapyridine must have been 
responsible. The results are open to criticism since serum 
and an arsenical preparation were used as well, but it was 
not thought justifiable to drop existing forms of treatment. 
In view of the fact that anthrax is not very common in 
this country I think there is little hope of ever getting 
enough cases to divide into “treated” and “control” 
groups that would satisfy the statisticians. For this reason 
I think the cases worth reporting, since an accumulation 
of such cases would appear to be the only way we can 
get an answer to the human problem of the effectiveness 
of sulphapyridine in anthrax. 


Cruikshank (1939) established that the life of mice 
infected with anthrax could be prolonged by moderate 
doses of sulphapyridine and about one-third of the 
infected mice could be saved by larger doses, whereas all the 
mice which did not receive the drug died. More exten- 
sive clinical trial will probably establish that sulpha- 
pyridine is the most potent remedy for human anthrax. 


I wish to thank Dr. J. C. Rankin, under whose supervision 
the treatment was carried out. 
Wo. Bonnar, M.B., 


House-physician, Royal Victoria 
Hospital, Belfast. 
REFERENCE 
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Rodent Ulcer in the Axilla 


Rodent ulcer is mostly seen on the face above a line 
drawn from the lobule of the ear to the angle of the 
mouth. Its appearance on any other part of the body 
is uncommon, and its occurrence in the axilla has seldom 
been reported. When such a rare condition occurs in 
conjunction with some common disease it is apt to confuse 
the diagnosis. It would seem, therefore, that this case is 
worthy of publication. 


Case History 


A married woman aged 61 attended the skin clinic of the 
dispensary complaining of itching and rash on the right arm 
of two years’ duration. On examination she was found to be 
of spare build, and her general condition was poor. There 
was a patch of papular eczema of the right forearm and wrist. 
An ulcer about 3 by | cm. was seen at the junction of the 
outer and the inner wall of the left axilla. It had started as 
a flattened indurated nodule some ten years previously and 
had often peeled off and discharged, but the patient had taken 
little notice of it. It had a typical rolled-over edge and the 
hard and heaped-up appearance of malignant ulceration. The 
base was dry and red, and it was not attached to the deeper 
structures. There were no enlarged glands. A diagnosis of 
rodent ulcer was made, which was later confirmed by biopsy. 

Equal parts of ung. zinc. oleas molle and zinc oleate with 
liq. picis carb. 2 per cent. cured the papular eczema in two 
weeks, and the ulcer was excised. 


I am indebted to Dr. P. A. Mackay for his confirmation of 
the diagnosis and to Dr. Sydney Thompson for the biopsy 


report. 
N. U. Kuan, M.B., B.S. 
Newcastle-on-Tyne. 


Non-suppurative Thyroiditis—Riwoldt describes two cases 
of non-suppurative thyroiditis of rheumatic origin. The 
prognosis is good in spite of the intense inflammatory mani- 
festations and the transient disturbance of the hormonal 
function of the thyroid. Treatment is symptomatic.—Symp- 
tomatology of Non-suppurative Thyroiditis. K. H. Riwoldt.— 
Med. Klinik, June 30, 1939, 35, 875. 
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THE PINEAL GLAND 


The Pineal Organ. By Reginald J..Gladstone, M.D., 

F.R.CS.,-F.R.S.E., D.P.H., and Cecil P. G. Wakeley, 

DSc. PRSE., F.ZS. FACS. FRACS. 

(Pp. 528; 324 illustrations. 42s.) London: Bailliére, 

Tindall and Cox. 1940. 

In several respects this is a somewhat unusual book. Its 
general contents are best defined by the subtitle, “ The 
comparative anatomy of median and lateral eyes, with 
special reference to the origin of the pineal body ; and a 
description of the human pineal organ considered from 
the clinical and surgical standpoints.” Of the whole 
volume, 429 pages are taken up with the comparative 
anatomy and development of invertebrate and vertebrate 
eyes and of the pineal system of vertebrates. This—by 
far the greater part of the book—is (we learn from Sir 
Arthur Keith’s foreword) the work of Dr. Gladstone. It 
is a comprehensive treatise on the morphology of all 
those organs and tissues which may possibly be related 
to the pineal gland, and it is richly documented. As a 
source of information for the comparative anatomist this 
work will be of considerable value, even though it raises 
no really new points for consideration and leads to no 
novel conclusions. The arrangement of the material is 
open to some criticism, since the subjects treated are 
rather too diverse to make consecutive reading. The dis- 
cussion on one-eyed monsters and the developmental 
factors responsible for producing them; on the median 
eyes of extinct vertebrates and their bearing on such 
problems as the relation of cephalaspid fishes to palaeo- 
stracan arthropods; and on the histogenesis of different 
types of neuroglia—all these are diversions which would 
better be avoided in a book of this type, since they tend 
to distract attention from the main theme. 

That part of the book which deals with the surgery 
of the pineal gland (and for which Mr. Wakeley is respon- 
sible) covers thirty-six pages only, and appears at the end 
of the book as rather an abrupt transition from the main 
morphological part. It contains a record of nine “ clini- 
cal cases,” of which one, however, was a dissecting-room 
specimen with no clinical history. The records of these 
cases are not very encouraging, since, of the seven 
patients who were subjected to operation, four died 
within nine months and the remaining three within two 
months. In view of these results, it is a little puzzling to 
read in conclusion that “the surgery of the pineal organ 
may be said to be advancing rapidly” and that “even 
if the complete removal [of pineal tumours] cannot be 
undertaken, a post-operative course of deep x-ray therapy 
will complete the cure.” 

In their introduction the authors state that, “ realizing 
that the investigation of these pineal tumours proved 
rather barren some years ago, the authors determined to 
investigate the whole question of the nature of the pineal 
organ from the lowest to the highest forms in the animal 
kingdom and see if this would shed any light on these 
interesting and little-known tumours.” This method of 
approach is sometimes referred to as the “ Hunterian 
method,” and it is instructive to inquire whether in this 
particular instance it has proved successful. We must 
here be quite frank and answer in the negative, for the 
four and a half pages devoted to the pathology of pineal 
tumours at the end of the book reveal no new point of 
view and no original interpretation of such neoplasms. 


Let us be still more frank and inquire what is the real 
value of the so-called Hunterian method. It can furnish 
valuable clues, it can on occasion supply negative evidence 
of a decisive nature, but by itself it can never ultimately 
solve any of the problems of function and pathology 
with which the clinician has to deal. It can claim no 
higher regard than as a preliminary line of inquiry, a 
preliminary survey which must be followed by experi- 
mental and clinical observation if conclusive results are 
to be achieved. Without the subsequent application of 
these more direct methods, indeed, the Hunterian method 
can be grossly misleading to the uncritical worker. Lastly, 
it ought to be emphasized that the main interest to-day of 
the Hunterian method is historical, since it marked a per- 
fectly natural phase in the development of biological 
science before the application of the experimental method 
came to be regarded as of primary importance. 

In this book on the pineal organ some of the advan- 
tages of the Hunterian method are shown—it can tempt 
the inquirer to ramble in most fascinating fields of “pure 
natural history. But it also reveals one of the disadvan- 
tages—the wanderer may find himself so absorbed in his 
adventures that he loses sight of the primary object of 
his mission, and returns only to find that the main prob- 
lem which initiated his inquiry remains where it was. 

W.E. Le G. C. 


MEDICAL MICROBIOLOGY 


By Kenneth L. Burdon, Sc.M., 
Ph.D. (Pp. 763; 120 figures. 18s. 6d. net.) London and 
New York: Macmillan Company. 1939. 

The science of microbiology can be presented to the 

student in different ways according to his purpose in 

studying it, and several recent textbooks have aimed with 
advantage at a rather broader outlook than has been usual 
in the past. This motive was evidently much in the mind 
of Dr. Kenneth L. Burdon in writing his volume entitled 
Medical Microbiology,and no fewer than 300 pages of it are 
first devoted to the general facts of the subject in its widest 
aspects: to the history of the science, the general charac- 
ters of micro-organisms and their behaviour, and methods 
employed in their study. There follows a section on the 
activities of micro-organisms in producing disease, con- 
cerned first with the paths by which infection may spread, 
and secondly with the mechanism of resistance to it. 

The subject of immunity is treated rather briefly and in 

very general terms—for example, all agents used for 

inducing artificial active immunity are referred to collec- 

tively as “vaccines.” The reader is then given not a 

systematic description of pathogenic species but a descrip- 

tion of the infections which occur in different parts of 
the body, included in which is only a short account, illus- 
trated by the simplest line drawings, of the morphology, 
cultural characters, and pathogenic activities of the prin- 
cipal micro-organisms concerned. This arrangement has 
one advantage—that the normal flora of the region 
described can first be dealt with in its proper place; but 
this is no compensation for forgoing the full and system- 
atic description of the main genera and pathogenic species 
which should be the backbone of every textbook of this 
kind. For a work which embarks so ponderously on its 
task this descent to the level of the bacteriological section 
of a small work on “clinical pathology” is an anti- 
climax. 

A series of appendices contains information on tech- 
nique, lists of authorities to be consulted, and as many as 


Medical Microbiology. 


thirty-two pages of “review questions.” The style is con-. 


cise and readable, and statements of fact and opinion are 
usually above criticism, though the suggestion on page 353 
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that tubercle bacilli in milk are usually of excremental 
origin calls for revision. The author achnoeiodaes that 
the arrangement of the book is unconventiona! in several 
ways, and we venture to suggest that it would be improved, 
at least for the medical student, by condensing its intro- 
ductory sections and by expanding and rearranging those 
parts which deal with micro-organisms as causes of 
disease. 


CRYSTALLINE ENZYMES AND THE 
BACTERIOPHAGE 


Crystalline Enzymes. The Chemistry of Pepsin, Trypsin, 

and Bacteriophage. By John H. Northrop. (Pp. 176; 

48 figures, 35 tables. 15s. net.) New York: Columbia 

University Press. London: Oxford University Press. 1939. 
Twenty years ago enzymes were looked upon as very 
mysterious substances. They were believed to be proteins, 
but there were doubts about this fact. The remarkable 
advances that have been made in this field are shown 
very clearly in the important monograph Crystalline 
Enzymes, by Dr. J. H. Northrop. One of its most striking 
features is a series of photographs showing about ten 
diferent enzymes in crystalline form. This achievement 
has been the result of many years of laborious work by 
the author. In consequence of this work enzymes to-day 
are established as definite chemical entities of known 
molecular weight and with a characteristic crystalline 
form. 

The methods elaborated by the author have had impor- 
tant results in other fields—for example, the production of 
crystalline viruses has done much to advance knowledge 
of these agents. He has applied the methods used in the 
analysis of enzyme action to the bacteriophage, a class of 
agents which are even more mysterious than the viruses. 
Crystalline phage has not yet been produced, but the 
author has collected evidence which leads him to conclude 
that there is “a close formal analogy between the pro- 
duction of phage in bacterial cultures and the production 
of pepsin or trypsin in solutions of the precursor as well 
as with the growth of organisms.” The unsolved problem 
is “ whether phage and the viruses are able to synthesize 
themselves from simpler compounds as do cells, or 
whether they form themselves from proteins which are 
synthesized by the host cells.” 

Recent additions in our knowledge of the viruses and 
phages have brought to light many difficult problems 
regarding the distinction between living and non-living 
Matter. Tie results presented in this monograph suggest 
that the application of the methods of enzyme chemistry 
to viruses and phages may do much to advance and clarify 
our knowledge of the latter. 


PERSONAL PROPHYLAXIS AND 
VALETUDINARIANISM 

Preclinical, Medicine. Preclinical States and Prevention 

of Disease. By Malford W. Thewlis, M.D. (Pp. 223; 

12 figures. 13s. 6d.) London: Bailligre, Tindall and 

Cox. 1939, 
Preclinical medicine is defined by Dr. Thewlis not in terms 
of the medical curriculum but as prophylaxis of individual 
health by the study of early symptoms, whether objective 
or psychological. He rightly holds that a man should not 
be made over-conscious concerning disease, but should 
become health-conscious. Whether this will be achieved 
by subjecting people, as here advocated, every six months 
to a complete examination, including basal metabolic rate, 
Kidney function tests, estimations of the blood sugar, 
cholesterol, and non-protein nitrogen, Wassermann 


reaction, and x-ray examination of the chest, to mention 
but a few, is more than doubtful to us. Then surely an 
attempt at an almost quantitative estimate of such psycho- 
logical traits as fearfulness, suspiciousness, and executive 
capacity must be largely vitiated by its dependence on 
the standards adopted by the observér, who, after all, 
is also human. The author illustrates the risks of his 
own methods by telling us that, finding an apparently 
healthy woman living an active life had a high blood 
pressura, he called in a priest, thinking she might die 
suddenly. That was seven years ago; she is still alive, 
active, and well; the priest it was that died! While 
collection of data as to the earliest intimations of ill- 
health is laudable for research purposes, we feel that the 
valetudinarian attitude instilled by such books as this, 
however well-meaning, is rather paltry when so many 
young men are living dangerously for an ideal. 


THE STUDY OF SOCIETY 


The Study of Society: Methods and Problems. Edited 
by F. C. Bartlett, M. Ginsberg, E. J. Lindgren, and R. H. 
Thouless. (Pp. 498; 6 figures. 10s, 6d. net.) London: 
Kegan Paul, Trench, Trubner and Co. 1939. 
Some years ago Abraham Flexner spoke scornfully 
of “research” which was not research. “The gathering 
of information—even though accurate—is not research. 
The massing of conglomerate descriptive material, so 
common in domestic science, in the social sciences, and 
in education, is not research.” Mr. Flexner went on to cite 
illustrations, all within the field of social sciences. Perhaps 
he was a trifle too positive, but few readers of reports (not 
excluding Ph.D. theses) have failed to notice that the 
intellectual standards of sociological writings are, on the 
whole, less well determined than those of physical or 
pure biological sciences. 

The object of the collection of essays edited by Pro- 
fessor Bartlett, Professor Ginsberg, Dr. Lindgren, and Dr. 
Thouless is to help “ those who are engaged upon, or who 
wish to engage upon, social research, and who require to 
know what methods are already available, upon what 
established conclusions they may reasonably build, and 
what are some of the outstanding problems which might 
immediately repay further study.” The book is divided 
into four parts. In the first part Professor Pear, Professor 
Bartlett, Dr. McCurdy, Dr. Collins, and Dr. Thouless 
discuss questions which are primarily psychological. In 
the second part Dr. Thouless writes on statistical method, 
Dr. Blacburn and Dr. Nadel on intelligence tests, Dr. 
P. E. Vernon on questionaries, Dr. Earl on the assess- 
ment of temperament, and Mr. Rodger om the work of a 
vocational adviser. The third part is devoted to social 
anthropology ; the contributors are Dr. Richards, Dr. 
Wadel, and Dr. Lindgren. The fourth part, on some 
methods of sociology, begins with a paper by Mr. S. C. 
Brown on the methods of social case workers, which is 
followed by papers on the value of team work by Dr. 
Oeser, on the study of social groups in industry by Mr. 
E. Farmer, on social surveys by Mr. Wells, and on the 
problems and methods of sociology by Professor Ginsberg. 

A special feature of the work is that, although each 
author is naturally responsible for his own contribution, 
all the papers were circulated to and discussed by all the 
writers, and, in some cases, were redrafted after such 
discussion. The range, as will have been seen, is so great 
that no reviewer could offer detailed criticism of the whole 
book ; the question is whether the book as a whole would 
attract and instruct a general reader interested in socio- 
logical research. The writers of such a book are faced 
by several difficulties. One is that a reader of a mathe- 
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matical or physical treatise knows there is hard reading 
before him, but expects to find social science (particularly 
psychology) rather exciting. Another difficulty is that, 
ry, economisis, socio- 
logists, and even psychoiogisis frequently give common 
words technical connotations, so that the general reader 
may mistake a very disputable statement for a truism and 
be bored by its elaboration. A third difficulty (probably 
increased in the present instance by the plan of cyculating 
all contributions for criticism) is that a writer may 
assume that a summary of literature intelligible to him 
and to other experts will be clear to a general reader. 

We cannot say these difficulties have been wholly over- 
come. Taking the first two papers, Professor Pear’s essay 
is easy enough reading, but might be regarded as thin; 
Professor Bartlett’s essay contains much food for thought, 
particularly in its emphasis upon the importance of labora- 
tory work, but is hard reading. To strike a fair balance 
between technicality and triviality is difficult. We have no 
doubt that a reader who takes the pains to read all the 
papers carefully will be saved from many blunders and may 
be directed into a congenial and profitable line of research, 
but we wonder whether many readers will stay the course. 
It is no doubt impious to suggest that William James and 
Sigmund Freud owed any part of their fame to the fact 
that both of them were admirable writers. There must 
be many Englishmen who first learned from Freud that 
German prose can be beautifully written. But it is 
certainly true that very good social science can be very 
dull reading, and some of the present volume is no excep- 
tion to the rule. 

The format of the book is not very attractive and the 
style pedestrian ; “in the case of ” and “ marked” occur 
and recur with wearisome frequency. The authors have 
taken great pains to be scientifically accurate, less pains to 
be readable. We hope they may have many readers, but 
are not sure they will. 


Notes on Books 


Countless numbers of candidates for higher examinations in 
surgery must be grateful to Professor E. W. Hey Groves for 
having prepared A Synopsis of Surgery, and the eleventh 
edition will be appreciated by many more. Much revision 
has been carried out; some sections, such as those dealing 
with the treatment of fractures and cleft palate, have been 
brought up to date, but other sections could be still more 
modernized. Telford’s operation might be mentioned in 
preference to stellate ganglionectomy for Raynaud’s disease, 
and Hashimoto’s disease included along with Riedel’s thyroid- 
itis, while the rather artificial distinction between exophthalmic 
goitre and toxic adenoma might be omitted and thyrotoxicosis 
considered on a more general basis. Dehydration for head 
injuries should be stressed: if it were more generally 
adopted there would be still less evidence for the statement, 
which may well be challenged, that about half of all cases 
of fractured skull and concussion show slight permanent 
sequelae. Generally speaking, however, this valuable work 
has been brought well up to date in the seven years since 
the tenth edition appeared, and it should be as popular as 
ever. It is published at 17s. 6d. by John Wright and Sons, 
Ltd., of Bristol. 


A very satisfactory book to put into the hands of the intelli- 
gent mother or mother-to-be is supplied by Dr. JoHN GiBBENS 
under the tithe of The Care of Young Babies (J. and A. 
Churchill; 3s. 6d.) In a foreword Sir Robert Hutchison 
praises the volume as striking “just the right note,’ and such 
an imprimatur relieves the reviewer from any serious criticism. 
Dr. Gibbens deals with matters of clothing,- nursery routine, 
hygiene. and physical training with as much authority and 


helpful suggestion as he tackles the subject of infant feeding, 
On this latter subject his views-en fundamentals are sound 
and free from fads. An appendix contains valuable recipes 


(tried otf in every case by the author and his wife!), and also 


an unusually frank section on choosing a nurse. Practitioners 
and nurses will undoubtedly learn much from this book, and 
its modest price should make it available to many mothers. 


Preparations and Appliances 


WALKING PLASTERS 
Dr. Frank PyGorr (Colchester) writes: 


Walking plasters are used so often in the treatment of 
fractures of the lower limbs that their care is a constant 
concern for both patient and doctor. Especially in wet 
weather, the plaster sole gives way and the patient's foot 
becomes disgustingly dirty. Various contrivances, such as 
incorporating a walking iron with a rubber tip in the plaster, 
have been tried. The most serviceable of these suffer from 
the disadvantage that the patient does not walk on the sole 
of his plaster and so develops an abnormal gait. 


The diagrams illustrate a type of sole that can be em- 
bodied in the walking plaster (usually on the day after the 


L_Two bands 
crossed 


Fic. 1.—Sole, showing position Fic. 2.—Diagrammatic side view 
of strips. of ** boot.” 


main plaster has been completed). Two six-inch plaster 
bandages are ample to secure it. The fixing plaster is given 
twenty-four hours to dry and the soles and sides of the 
“boot” are dubbined. An ordinary rubber heel is then 
nailed on to the wooden heel, and a strip of leather on to 
the metatarsal bar. The toes may be protected by a leather 
mitt held on by an elastic band attached to it and passing 
round the heel. The patient is able to face any weather 
without risk to his plaster. 


The sole of the boot is of three-ply. The heel and meta- 
tarsal bar are solid soft wood about one inch thick. The 
bands are of soft iron; half-inch packing-case bands do very 
nicely for the purpose. They project about five or six inches 
from the sole on either side, so as to give good fixation on 
the plaster. - 


In making the sole, a rough outline of the sole of the main 
plaster is drawn on a sheet of paper. The correct site of the 
metatarsal bar is indicated on this plan. The bands should 
be fixed by three-quarter-inch screws and be placed between 
the wood of the sole and the bar or heel. Any handy man or 
carpenter can make one in a few minutes. 


In applying, the soft iron bands are bent so that they 
approximate to the shape of the main plaster before the fixing 
plaster is commenced. The whole of the sole should be taken 
in by the bandages, but they should be put on thickest in the 
interval between the bar and the keel and in front of the 
bar. Care should be taken that the bands are bound well 
into the sides of the foot and ankle. 
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SURGICAL REARMAMENT 


BY 


D. C. MONRO, M.B., Ch.B., F.R.C.S.Ed. 
Lieutenant-Colonel, R.A.M.C. 
Department of Military Surgery, R.A.M. College 


The early weeks of this war must surely have brought 
back many memories of the last one to all who also 
served at that time. Unless one regards this war as 
merely a continuation of that which started in 1914, 
it is virtually a case of history repeating itself for those 
of us who went through the initial months following the 
order to mobilize then. But this time the excitement 
which was so evident following the call to arms in 1914, 
coming as it did after many years of peace and prosperity 
unbroken except for a minor war here and there, was 
replaced by a feeling of resignation tinged with sadness 
at the thought of the futility of war and all its horrors. 
That it should come upon us again so soon after the 
lessons we hoped we had learned and the peace we 


‘imagined we had established for all time could not fail 


to fill us with gloom at the thought of the extent to 
which private lives must be upset and professional life 
dislocated. Nevertheless, we have no doubt concerning 
the justice of our cause or of the direction in which our 
duty lies. 

This time, so far as the Army has been concerned, the 
initial four months have been free from active fighting. 
The Royal Navy and the Royal Air Force are bearing 
the brunt. To those responsible for the multitudinous 
tasks associated with the business of putting the nation 
on a war footing this period of absence of any serious 
activity on the part of the land forces is doubtless wel- 
come. Behind the scenes there is no lack of action: 
the wheels of the vast war machine are turning as it 
tunes up. The output in terms of national effort is 
growing daily. So far the medical services of the State 
have not been really tried out, and the medical organiza- 
tion for dealing with battle casualties has not, as yet, 
been tested. Such a state of affairs means temporary 
inaction and waiting. To men of action idleness is one 
of the most difficult things to “stick.” Energies seek 
an outlet. In most cases the search results in the dis- 
covery of useful means of expenditure of energy; for 
instance, there has been a welcome increase in the number 
of articles and letters submitted to medical journals on 
war medical or A.R.P. subjects. In other cases, however, 
there is a tendency for enforced idleness to direct the 
expenditure of energies, which would be used normally 
on busy practices or hospital duties, into channels not 
so useful. Occasionally one hears a hint of criticism of 
those who direct and organize the activities of the pro- 
fession, and who are very much in the spotlight of public 
scrutiny at a time like this. It was just the same in 
1914. Criticism is not necessarily harmful, but to be 
healthy it must be constructive and based on sure facts. 
In so far as I am able to judge personally, there are fewer 
undercurrents of “ grousing ~ than there were in the early 
months cf the last war. We remember many lessons 
learnt during that grim struggle, but unforeseen circum- 
stances and unpredictable developments will always be 
associated with any new major war. Things must be given 
time to develop: as experience grows matters right them- 
Selves. It was the same in 1915. 

The subject of the medical equipment of the Army is 
one on which I am able to speak, because not only have 
I specialized in surgery during my military service, but 
the nature of my present official position ensures a 
constant interest in the surgical “armament” in par- 
ticular. Experience proves that this section of the equip- 
ment is liable to criticism. Those of us in the regular 
ranks almost expect it, and always hope that it will be 


constructive. Most surgeons are apt to be rather , 


pernickety on occasion, and it is not a bad trait when 
a man is keen on his own particular type of tools, to the 
exclusion of other types. In a way it would seem to indi- 
cate a lack of interest on the part of all those who have 
so recently reinforced our ranks, and whom we are proud 
to welcome, did we not get occasional criticism and com- 
plaint. I feel sure that it is only necessary to make 
known certain facts which may not be generally known, 
and to remove certain misapprehensions, to obtain 
sympathetic appreciation of such difficulties as exist and 
also the ready co-operation of all concerned in the efforts 
of the Director-General of the Army Medical Services 
in carrying out a heavy programme of surgical rearma- 
ment. 


Standard Surgical Equipment 


During an experience of over twenty years of surgical 
work in the Army, both in peace and war, I cannot 
recollect a single occasion when the life of a patient was 
in jeopardy because some particular instrument was not 
available. By comparison with many civil hospitals our 
equipment is adequate without being lavish. It should 
be appreciated, however, that we are seldom called upon 
to tackle many of the major forms of internal operation 
which are common enough in the daily work of civil 
operating staffs. This remark applies more particularly 
to stations abroad. A case requiring a lobectomy, for 
instance, would be invalided to the United Kingdom, 
where the necessary special equipment is available in the 
larger military hospitals. For purposes of periodic check 
and audit it is necessary to equip the various hospitals 
on a definite scale, which is usually based on the number 
of equipped beds. The number of items on this scale 
is not necessarily rigidly adhered to, but demands for 
additions must be accompanied by a supporting letter, 
making out a “good case” for the inclusion of the new 
or extra items. Under such a system it will be obvious 
that any changes in authorized scales will entail much 
amending of official lists and ledgers. By comparison the 
addition of extra items to the armament of a civil hospital 
is a simple business. It should not be forgotten also 
that the cost of every item added must be borne by the 
State. In other words, it is your money and mine. 
Remember, too, that it is not just a simple question of 
you or me choosing this or that type of instrument or 
apparatus because we prefer it; we must choose some- 
thing which will be generally acceptable to all the others 
who may have to use it when the issue is authorized and 
made general. Finally, the choice of certain items may 
be decided by adaptability for use in the field during 
war. It will be an advantage to possess a simple pattern 
which can serve both purposes. Before a new item is 
added to official schedules, then, the choosing of it has 
to be given very careful consideration. Where the general 
utility of any promising item has not been definitely 
established in the surgical world, specimens of the article 
are issued to one or two of the larger hospitals for trial 
and report, and such reports may be submitted to advisory 
committees before the item is adopted. 


Sticking to Approved Types 


It is abundantly evident from indents which have 
reached the War Office recently that the advantage, if 
not the necessity, of sticking to approved types and 
patterns is not appreciated. While the situation at present 
warrants a degree of laxity and elasticity in respect of 
such demands which could not be permitted in peace, 
a state of war does not justify reckless extravagance. 
More latitude is permissible because situations arise in 
war which are inseparable from it, but it is all the 
more essential for someone to check extravagance and 
curb eccentricity. I was asked to express an opinion on 
an indent submitted recently. The first four items were 
merely variants of authorized patterns: a kink here, an 
extra tooth, and a designer’s or modifier’s name attached ; 
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but that was the sum total of the difference. The 
inclusion of such items could only have been due to 
ignorance of authorized patterns, personal preference, or 
prejudice. Allowances can always be made for prefer- 
ence regarding instruments with an “individual” 
character, such as needle holders, but army equipment 
should be supplied with a pattern which is generally 
acceptable. If a surgeon cannot get along with the 
accepted pattern he has no choice but to buy the kind 
he prefers from his own private funds. In the Army 
surgeons change stations about once every three years, 
but it would be ridiculous to attempt to equip each 
theatre separately to suit individuals! The next item on 
the indent mentioned above was a costly modern all- 
purpose anaesthetic apparatus. I have seen this apparatus, 
and I am not attempting to decry it. But, on referring 
to records, it was ascertained that the hospital from 
which the new indent emanated was already in posses- 
sion of a standard make of nitrous oxide-oxygen- 
ether apparatus which had been functioning quite satis- 
factorily till the regular staff mobilized. Nevertheless, the 
matter was considered, and to make sure that such an 
addition was not really necessary, especially at a time 
like this, a specialist of the highest reputation was con- 
sulted. His remark was, “Good heavens, that apparatus 
isn’t necessary. That chap should be told there’s a war 
on!” We are inclined to think that our colleague who 
submitted this indent was quite ignorant of regulations 
dealing with equipment, and merely thought it would be 
fun to have the latest apparatus to play with. The 
country was spending millions, so what difference would 
the odd £50 make? There is no doubt, however, that 
when an indent is turned down officially the action may 
give rise to resentment and to a tendency for both parties 
concerned to regard the incident as “unfortunate.” A 
wrong indent is, therefore, doubly unfortunate, and it is 
hoped that some of the considerations I have tried to 
place before my readers may prevent them. 


To return to official scales. Once adopted, an item is 
“sealed.” Full particulars are registered and a specimen 
bearing a label which is sealed on is deposited in the 
Army Medical Stores. Manufacturers are obliged to 
reproduce the item to the sealed specifications and at 
a price fixed by contract. To assist in keeping records, 
items are classified and listed by sections. For instance, 
Section | contains the drugs, Section 2 compressed 
tablets, Section 3 dressings, Section 6 instruments, etc., 
etc. When received at Army Medical Store depots the 
items are checked and taken on charge by the subordinate 
in charge of each section. These civilian employees have 
no technical qualifications (except in dispensing) but are 
experienced packers, and their memory for the items in 
their section is remarkable. 

It is customary as well as useful to divide items in 
general into two classes: (a) consumables (expendibles) 
and (6) non-consumables (non-expendibles). These terms 
are self-explanatory. During peace time stocks of con- 
sumables are kept as low as possible in order to ensure 
adequate “turnover.” The other class may be stored in 
considerable numbers, because certain items in general 
use are bought in bulk, and at rates which are con- 
sequently cheaper. All the items are subject to periodic 
review: items may be changed for newer patterns or 
types, or additions made. 


Mobilization Equipment 


So much for arrangements for normal peace work. 
There remains the very important question of mobiliza- 
tion equipment. The equipment for the medical units 
which will accompany the mobilized forces must be kept 
packed, stored, and ready to the last tablet or safety pin, 
for instant dispatch. It is an accepted principle that 


this “mob” equipment must on no account be broken 
into without authority from the higher command. As this 
mass of equipment which goes to make up these units has 


to remain in Army Medical Stores, it must be regarded 
in the nature of “ frozen “assets.” The consumable items 
are continually “turned over” and the non-consumable 
subject to periodic inspection. 

At the end of the war of 1914-18 there was a vast 
amount of surplus equipment of all sorts which had to 
be disposed of. Army Disposals Boards got rid of tons 
of it mostly by auction. The market for surgical instru- 
ments became flooded with cheap serviceable articles, 
Most surgical instrument makers were badly hit. It must 
be assumed that this result was not foreseen or that 
wider issues forced those responsible to disregard it. 
Surgical treatment in the field in 1918 had become almost - 
standardized and so had the equipment. Quite naturally, 
then, much of this proved equipment was stored with an 
eye to building up new mobilization units, though few 
thought that such units would be required. The average 
man imagined that the days of war were ended and that 
mobilization was a dead word. The year 1931 found us 
verging on national insolvency, and the order of the day 
was economy. Numerous “cuts” followed. ‘“ Mob” 
equipment was again reviewed. There appeared to be no 
satisfactory reason for amending it. Because some of the 
items were hardly the last word in modernity, that was 
no reason for discarding them. They were proved and 
still serviceable. Since then events crowded upon us 
with such rapidity that it was soon apparent that only 
a miracle could save us from involvement in another 
major war. It was imperative to rearm. Everything 
indicated that the full resources of the nation would be 
taxed. The Government wisely began to mobilize 
industry. Consultations were frequent: work programmes 
were outlined. The Association of Surgical Instrument 
Makers played up splendidly in organizing production 
to meet the enormous new demands of the defence 
services, both civil and military. 

Many instruments are made by skilled forgers who 
specialize in one or two items only. These skilled tech- 
nicians are not found on every bush. The staffs, too, in 
many of the shops or works were soon being depleted by 
enlistments into Services. In order to help firms out with 
their programmes machine-made “stampings” of some 
of the commoner instruments had to be accepted, although 
some of the older-established firms with reputations for 
skilled craftsmanship to think of would not condescend 
to adopt such mass-production methods. Where there 
happened to be two types of a particular item, both equally 
efficient, the War Office was occasionally asked to accept 
the simpler forging. 


Keeping up with Recent Experience 


The trend of surgical technique during the last year or 
so did not appear to indicate the necessity for any very 
radical changes in surgical mobilization equipment. Our 
observers had been keeping in touch with the fighting in 
the Far East and in Spain, but no epoch-making discoveries 
had been reported. Bohler and Watson Jones, and others 
in this country, had advocated plaster technique in fracture 
treatment, again stressing the advantages of this form of 
splinting. Trueta’s accounts of wholesale adoption of the 
Winnett-Orr closed plaster methods in Spain demanded 
attention. There were indicaticns that plaster and pin 
traction methods in war surgery had come to stay. For the 
first-aid treatment of injuries of the leg the Thomas splint 
retained its position unassailed. Successes with the sul- 
phonamide group of drugs continued to be reported, and 
hopes have been raised that the dread complications follow- 
ing implantation of infection in tissues devitalized by 
missiles may be greatly reduced, if not wholly eliminated. 
The blood transfusion service in Spain had been carefully 
studied, and the detail of the Army Blocd Transfusion 
Service in this country was worked out early in the spring. 
We had already learned the undoubted advantages of segre- 
gating special types of injuries, notably fractures. 
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Field Surgical Equipment of the New Units 


When war was declared the medical units which had 
been built up in peace proceeded over-seas with the 
B.E.F., and the assembly of new units required for the 
rapidly expanding forces in the field was immediately 
put in hand; their equipment is based on the “mob” 
scales. Experience as it accumulates may and doubtless 
will indicate minor amendments to the scale. In general 
the “mob ” equipment of to-day differs from the old scale 
in the following respects. 


Surgical Instruments 
While the basis of each surgeon’s equipment is an efficient 
“excision ” set, which each *“ team,” surgeon will carry with him 
when reinforcing a surgical unit, sets of special instruments for 


abdominal, chest, and head wounds are issued on the scale of 


one set of each per operating-room. Suture needles have been 
modified, and now consist of a “ surgeon’s assorted set” for 
operating-rooms and a “ first-aid set * for surgical and regimental 
panniers. The old set of trephines will be replaced by brace, 
perforator, and burr in situations where packing space permits. 
It has also been decided to reduce the set of E. N. and T. instru- 
ments issued for a specialist, and the efficiency of the set will be 
maintained by inclusion of some modern items. Where there is 
no specialist, ‘‘ emergency E. N. and T. and tracheotomy sets ”’ 
will be available in each theatre for use by general surgeons. 


Anaesthetic Apparatus 
Field Boyle-Magill (nitrous oxide-oxygen-ether) apparatus with 
Magill endotracheal tubes and connexions are issued to all 
operating-rooms. 


Blood and Saline Transfusion Apparatus 

The old Roberston bottle is being removed and a choice of the 
following is available: 

Army Blood Transfusion Service. It is intended to make the 
needles and metal tube adapters of the apparatus standard for the 
remainder. 

Marriott and Kekwick set. 

Field service set (panniers). 

Three-way syringe and stopcock to fit Record syringes, which 
will be issued in future with eccentric nozzles. 

All drip indicators to have side arm and clip for regulation. 


Splints and Fracture Apparatus 
Apart from the Thomas arm and leg (knee) splints, the majority 
of the named splints, many of which are bulky, have been removed 
as obsolete, and their places are taken by plaster bandages and 
slabs or malleable wire (Cramer) or expanded metal splinting. 


Extension 

First-aid Units. —A spring boot clip will replace the old skewer. 

C.C.S.—Sinclair glue or ** extension ” elastoplast (widths for arm 
and leg). This item is expensive and should be used only for the 
purpose for which it is intended. Broad tape continuations should 
be incorporated when using it. 

At the Base.—Bo6hler stirrup and pins, Kirschner stirrup and 
wire, used in conjunction with Braun, Bohler, or Thomas splints. 
Plaster in suitable cases. For the new units only even-number 
sizes of ring for Thomas splint, sizes 22 to 28, will be issued. 
For use in war the main objection to the Thomas leg splint is the 
space it occupies in storage and transport. Modifications received 
from time to time might suggest that the splint has serious 
defects, but apart from the fact that such modifications as split, 
detachable, and half rings all have disadvantages for use in the 
field, they also add very considerably to the cost of production. 
The consensus of opinion is against such modifications. 


In conclusion, constant touch is being kept through the 
consulting surgeon with surgeons now with the B.E.F., 
and while it should be the aim of all Army surgeons 
to develop a technique which is based on the use of 
simple tools and apparatus and to make use of the 
surgeon’s most useful ally—improvisation—it is surely 
not necessary to add that all modifications in the equip- 
ment which further experience appears to indicate as 
essential to the maintenance of the primary function of 
our Service—namely, the adequate treatment of the 
wounded soldier—will receive ready and sympathetic con- 
sideration. If approved, new items will be supplied as 
soon as the trade is able to meet the demand. 


Nova et Vetera 


A SURGICAL ANTHOLOGY 


Sir D’Arcy Power has conceived the happy idea of 
providing an anthology of landmarks in the history of 
surgery under the attractive tithe of A Mirror for 
Surgeons.’ Beginning with Arderne, Gale, and Paré and 
ending with Halsted, Bigelow, and Sims, the compiler 
gives substantial quotations from the writings of twenty- 
two surgeons, describing in the authors’ own words many 
of the outstanding advances in surgery for which they were 
responsible. Sir D’Arcy Power adds to each a brief 
account of the writer’s character and main contributions. 
The result is a review of the progress of surgery during 
300 years which cannot fail to stimulate the interest and 
curiosity of any surgeon who peruses it. Some disappoint- 
ment, however, may be felt that the feast provided is so 
relatively short. The interest and importance of the 
history of medicine and surgery are now so widely recog- 
nized that the appetite of the surgical public would surely 
not have been sated by an anthology several times larger 
than the present volume. 


No better anthologist than Sir D’Arcy Power could 
have been found at the present time, and it is to be 
regretted that the publishers have not been bolder in 
authorizing a volume of much wider scope and greater 
content. An opportunity has been lost which is not likely 
to recur for many years to come. A Mirror for Surgeons 
has been printed and published in America, which may 
account for the misspelling of one or two names that 
appear in the preliminary matter. A book of this kind is 
bound to be often used for reference, so that a subject 
index would have been a useful addition. A brief fore- 
word by Dr. Francis R. Packard introduces Sir D’Arcy 
Power to readers of the book. 


SPECULATIONS ON JOB’S DISEASE 


In a recent article (Hippocrate, 1939, '7, 281) on the nature 
of Job’s disease Dr. D. Schapiro rejects the interpretation 
made by St. John Chrysostome, St. Thomas, and other fathers 
of the Church that it was leprosy, an opinion also held in the 
eighteenth century by Astruc. Equally unacceptable to him 
are the views that Job had syphilis, as suggested by Dom 
Calmet on account of the generalized eruption, osteocopic 
pains, and constitutional disturbance, or that the disease was 
scurvy, as advanced by J. Rollet. Like many modern authors, 
such as Gesenius, Wiener, Rosenmiiller, Le Hir, Delitzch, 
Knabchauer, and Davison, Schapiro maintains that Job 
suffered from elephantiasis gravis, basing this diagnosis on 
the typical symptoms mentioned in the Book of Job—namely, 
swelling of all the tissues (xxx, 18) due to engorgement of the 
lymphatics, black colour of the skin (xxx, 30) due to renal 
changes, ulcers all over the body (ii, 7; vii, 5), burning pains 
in the bowels (xxx, 27), and nocturnal pains in the bones 
(xxx, 17}. Moreover, although it has been known from the 
earliest times that leprosy was a contagious disease for which 
isolation was enforced, Job’s complaint was not regarded as 
contagious by his friends who stayed with him seven days 
and seven nights (ii, 13). 


The Bulletin of the New York Academy of Medicine for 
October, 1939, contains an article on “Typhoid Mary” by 
George A. Soper, who first described her case in the Journal of 
the American Medical Association of June 15, 1907, and the 
Military Surgeon of July, 1919. The total number of cases of 
typhoid fever traced to her was fifty-three and the deaths 
three. Doubtless many cases produced by her never came to 
light. 


1A Mirror for Surgeons. Selected Readings in Surgerv. By Sir D'Arcy 
Power, K.B.E., F.R.C.S. (Pp. 230. No price given.) Boston: Little, Brown 
and Co. 1939. 
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CEREBROSPINAL FEVER 


In the week ending February 24 notifications of cerebro- 
spinal fever reached the unprecedented weekly total of 
586, more than the whole year’s total in 1927 (469) 
and more than 40 per cent. of the total in 1938 (1,288). 
There has been nothing comparable since the first 
winter of the last war, in which the highest weekly 
total was 209 in the week ending March 13. It would 
not be right to infer from the figures quoted that the 
experience we are now passing through will necessarily 
be worse than that of 1915. In the first place the trend 
of the figures this season is more abrupt, and general 
epidemiological experience teaches that abrupt rises 
are often followed by abrupt falls. We may reason- 
ably correlate the arithmetical events with a climato- 
logical experience which is almost as rare as the 
epidemiological event, and has surely contributed to 
the congestion indoors associated with war time. In 
the next place our therapeutic defences are immeasur- 
ably stronger than they were in 1915. It is not mere 
optimism to say that the general fatality of cerebro- 
spinal fever can be, and probably will be, reduced to 
one-fifth of that of twenty-five years ago. But, for 
psychological reasons, it seems opportune to try to bring 
the position into proper perspective. It would be 
absurd to ignore the fact that to the layman both the 
word “epidemic” and the words “spotted fever” 
have an ominous ring, particularly in war time, so that 
unscrupulous or even merely ignorant “featuring” of 
the subject may give needless pain. In the sense in 
which the word “ epidemic ” is understood by most men 
in the street cerebrospinal fever is not epidemic at all. 
In the great centres of population the absolute numbers 
of cases are small, and there is no sign of large varia- 
tions of numbers. In the strict scientific sense we may 
speak of an epidemic, because it is clearly true that not 
in one or two places but almost universally some factors 
(of which herding together under stress of war-time 
and meteorological conditions is surely one) have 
favoured the evolution of the clinical disease. But the 
state of affairs is wholly different from either an 
influenza epidemic or one of water-borne typhoid fever. 
Perhaps “ prevalence ” would be a less misleading popu- 
lar term than “ epidemic.” Fortunately we know much 
more about the disease than in 1915. We no longer 
encourage the belief that carriers and contacts are very 
dangerous people, and have well-grounded confidence 
in our ability to cure the disease in a great majority of 
cases. It is certain that early clinical intervention is 
nearly always successful, and that to treat a doubtful 
case as if it were not doubtful at all is wise. We are 
entitled to tell the public not that “spotted fever” is 
a trivial complaint, not even that, now that spring is 


near, we shall see very little more of it, but that it 
is a very much less serious disease than in the last war. 
In a general way the distribution of cases resembles 
that of 1915—namely, a relative immunity of great 
cities and a relatively heavy incidence upon southern, 
south-western, and western counties. In the week 
ending February 17 the County of Southampton, for 
instance, returned more cases than London or Lanca- 
shire. It is, of course, impossible to predict the 
culmination of the weekly returns. In 1915, after a 
maximum in March, the figures increased irregularly to 
another maximum in the third week of April; they 
then declined rather slowly, and did not fall below 100 
until the end of May or definitively below 50 until July. 

The Ministry of Health has now issued a timely 
memorandum on cerebrospinal fever,' dealing briefly 
with epidemiology, early diagnosis, and measures of 
control, and, in some detail, with the strikingly success- 
ful new chemotherapy of the disease. It firmly dis- 
courages search for carriers as a routine practice, while 
not excluding it in special circumstances or in limited 
communities. Glover showed in the last war that of 
those living under similar conditions in a community 
in which there are cases of meningococcal disease 
the carrier rate of so-called non-contacts is equal to 
that of so-called contacts. The transference of meningo- 
cocci from nasopharynx to nasopharynx is rapid, and 
clearance by the natural resistive mechanism in healthy 
subjects is commonly a matier of hours or days, 
although reinfection may occur repeatedly. A person 
found to have a positive swab to-day may be negative 
to-morrow, and vice versa. Moreover, Group II 
meningococci, which are commonly carried in the naso- 
pharynx, are either avirulent or of low invasive power. 
Thus a swab from the nasopharynx, if it is to be of 
any value at the present time, must be shown to 
contain meningococci of Group I. Even then the 
value to be attached to the information is doubtful, 
since there is no routine laboratory test that will tell 
whether the particular strain is virulent in the sense 
of possessing the power to invade the blood stream 
and meninges. 

The control of the disease, then, is not a matter of 
searching for carriers but of putting into practice, under 
the difficult circumstances of the present time, certain 
hygienic principles, of which two are outstanding. 
These are (1) provision of at least three feet of space 
between beds in sleeping quarters, especially those 
occupied by recruits, school children, and other young 
people ; and (2) provision of some device for main- 
taining free ventilation while excluding light, in at 
least a proportion of the windows of such dormitories, 
and of canteens, recreation, and living rooms which are 
occupied after sunset. So far as possible batches of 
recruits or school children should also be kept together 
for considerable periods without constantly adding new 
entrants to their numbers, a condition which leads to 
an increase of respiratory infections and augments their 
severity. Local treatment of the nasopharynx, accord- 
ing to the memorandum, is “probably useless.” 
Gargling and spraying of the nose in healthy people 
may easily interfere with the protective secretions. The 

1 Ministry of Health Memo 234 Med., March, 1940. H.M. Stationery Office. 


1 i ol 
| 
ay 
| su 
of 
is 
dc 
q is 
| ot 
all 
an 
70 
in 
ob 
co 
en 
19 
oc 
tw 
dis 
| the 
| the 
be! 
evi 
rat 
13 
ad. 
| tw 
dia 
gel 
clit 
be 
pul 
per 
she 
of 
by 
per 
dai 
ac 
anc 
per 
| gra 
trat 
trat 
the 
as 
| fulr 
by 
sod 
an 
dos 
inje 
Or 
tubs 
pint 


Marcu 9, 1940 


CEREBROSPINAL FEVER 


THE BritisH 
MEDICAL JOURNAL 397 


unhealthy nose is a different matter. The most chronic 
carriers in the last war were found to have nasal 
obstructive defects. The removal of discharge when 
present and clearing of the nasal airway by sound 
approved methods will both diminish the total amount 
of infection and reduce the liability of the particular 
subject to invasion by meningococci. Lastly, the use 
of the sulphonamide drugs as a prophylactic in contacts 
is not to be encouraged, because it is both uncertain 
in action and may prevent effective treatment by high 
dosage in subjects who contract the disease. 

The dramatic success of chemotherapy in this disease 
is one of the high lights of modern medicine. No 
other infection responds so constantly and so dramatic- 
ally to high dosage with sulphapyridine (M & B 693) 
and sulphanilamide. The usual case mortality rates of 
70 per cent. in untreated cases and of 30 to 50 per cent. 
in serum-treated cases are things of the past. Many 
observers have recorded amazingly low mortality and 
complication rates when these drugs have been 
employed. In a series of eighty cases treated in 
1938-9 Banks’ had only five deaths, two of which 
occurred within three hours of beginning treatment and 
two were in elderly men with severe intercurrent 
disease. A characteristic of the present epidemic is 
the number of acute fulminating haemorrhagic cases— 
the true “ spotted fever ”°—in which death may happen 
before the drug has had time to act. Nevertheless, 
even with this type of case included, the gross death 
rate among sixty cases treated in 1940 has been only 
13.3 per cent. The two essential points are early 
administration and adequate dosage during the first 
two or three days. Hence the importance of early 
diagnosis. This disease is now a true medical emer- 
gency. As soon as the diagnosis is suspected on 
clinical grounds a full dose of sulphapyridine should 
be given without waiting for confirmation by lumbar 
puncture. The practitioner should give this dose 
pending the admission of the case to hospital, and 
should send a note stating the amount, route, and time 
of administration of the drug. The further treatment 
by drugs alone is on these principles: (1) An initial 
period of about two and a half days on the following 
daily dosage—9 grammes for an adult, 6 grammes for 
a child of 10 years, 44 grammes for a child of 5 years, 
and 2} to 3 grammes for an infant. (2) A succeeding 
period of five or six days during which the dose is 
gradually lowered to zero, the whole period of adminis- 
tration not exceeding seven to nine days. (3) Adminis- 
tration at four-hourly intervals day and night during 
the first period, and four-hourly or six-hourly intervals, 
as convenient, in the second period. (4) In acute 
fulminating cases the first two doses are best given 
by intravenous and intramuscular injection of the 
sodium solution of sulphapyridine—for example, for 
an adult 1 gramme by each route for each of these 
doses. (5) In completely comatose cases intramuscular 
injections must be used when swallowing is impossible, 
or the drug and fluids must be given by pharyngeal 
tube passed through nose or mouth. (6) Three or four 
pints of fluid daily should be given, if necessary by 
rectal, subcutaneous, intravenous, or intraperitoneal 


2 Lancet, 1940, 1, 42. 


routes. (7) If repeated vomiting occurs, the drug 
should be changed to sulphanilamide in the same 
dosage. Serum treatment is still used by many 
physicians and may be of some value when low dosage 
of the drugs is employed. There is no clinical 
evidence of its value when combined with high dosage 
of drug. There is little to be said in favour of intra- 
thecal treatment. If used it should be limited to one 
administration of serum, and the drugs should never 
be given by this route. 


CHEMOTHERAPEUTIC THEORY 


The process whereby sulphonamide compounds restrain 
bacterial growth in the body remains in dispute. Their 
action on bacteria in vitro is too feeble to support the 
idea of a direct antiseptic action in the ordinary sense, 
and it has seemed reasonable to postulate some more 
subtle interference with the activities of the bacterial 
cell; indeed, this is not pure assumption, since there 
is evidence, for example, that sulphanilamide can prevent 
bacterial utilization of serum proteins as sources of 
nutriment. Another kind of explanation which has 
been repeatedly offered, particularly by French authors, 
is conversion in the body into another product with 
much greater direct anti-bacterial activity. Often pro- 
pounded only in the vaguest general terms, this idea 
was given precise form by R. L. Mayer,’ who showed 
that p-hydroxylaminobenzene sulphonamide is actively 
bactericidal, and argued that the formation of this sub- 
stance from sulphanilamide in the body is feasible. 
This conversion could not take place in the absence 
of oxygen, and it may therefore be significant, as P. A. 
Shaffer* has recently pointed out, that sulphanilamide 
and sulphapyridine are both deprived of all bacterio- 
static action under anaerobic conditions. Shaffer is 
among several workers who have studied the changes 
produced in these drugs by various physical and 
chemical agencies, and by the use of oxidizing agents 
he has obtained unstable products, the exact constitu- 
tion of which is so far undetermined, which possess 
high oxidizing potentials. The activity of these sub- 
stances as indicated by potential measurements is con- 
firmed by their chemical reactions, and among their 
properties is that of rapidly converting oxyhaemoglobin 
into methaemoglobin. This introduces another aspect 
of the subject, for among the results of sulphonamide 
medication which remain to be fully explained is the 
constant occurrence of methaemoglobinaemia, the usual 
basis of the familiar cyanosis. The formation of an 
active oxidizing agent from the drug would fully 
account for this change in the blood, and argument 
from this angle therefore makes it seem all the more 
probable that some such product is formed in the 
body. It must nevertheless be remembered that in 
all the work so far quoted there is no direct proof 
of this; still less is the mechanism of its formation 
known, although Shaffer offers a plausible tentative 
explanation of it. It would therefore be of the highest 
significance if sulphanilamide could be shown to acquire 


1 Bull. Acad. Méd., Paris, 1937, 117, 727. 
2 Science, 1939, 89, 547. 
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any of the properties of these oxidation products under 
the influence not of chemical reagents but of living 
tissue. 

In the work of J. S. Harris* this now appears to 
have been done. Slices of normal tissue from freshly 
killed animals were incubated for two hours with 
suspensions of red cells in Ringer’s solution containing 
various concentrations of sulphanilamide. The red 
cells were then spun out, washed, and lysed with 
saponin, and the concentration of methaemoglobin in 
the resulting solution was measured by spectrophoto- 
meter. Whereas in mixtures containing no tissue the 
amount of methaemoglobin formed never exceeded 
1 per cent. of the total haemoglobin, the presence of 
rat liver—the most active tissue tried—caused the con- 
version of 43 per cent. when an optimum concentration 
of sulphanilamide, which was found to be 0.1 per cent., 
was also present. The liver of other animals had the 
same effect in somewhat less degrees; mouse kidney 
was also active and rat kidney less so; muscle, spleen, 
and brain had little or no effect. The combination in 
one mixture of all the elements concerned in this pro- 
cess is not necessary ; if a sulphanilamide solution con- 
taining liver slices is incubated and then cleared by 
centrifugation, the supernatant fluid will cause met- 
haemoglobin formation when added to red cells. Nor 
is the intact red cell necessary ; the product of inter- 
action between tissue and sulphanilamide will convert 
haemog!obin in solution into methaemoglobin, although 
the results here are less conclusive owing to the more 
extensive conversion taking place in controls with no 
drug. Comparison between these results and those 
obtained by Harris and H. O. Michel* in a clinical 
study of methaemoglobinaemia due to sulphanilamide 
is said to show a correspondence between them in 
that the influence of sulphanilamidé concentration, and 
even of the concentration of haemoglobin itself, on the 
amount of methaemoglobin formed is of the same 
nature in both. No attempt has been made to identify 
chemically the oxidizing agent which thus appears to 
be formed from sulphanilamide in the presence of 
certain tissues. The fluid in which this reaction occurs 
remains colourless, and the agent, whatever it may be, 
is therefore not the same as Shaffer’s oxidation products, 
which are cherry-red, or the blue substance formed 
when sulphanilamide in solution is subjected to ultra- 
violet light. 

Harris’s observations do not support the hypothesis 
of Main, Shinn, and Mellon that the therapeutic action 
of sulphanilamide depends on anticatalase activity ; he 
gives three reasons, each sufficient in itself, why the 
substance formed in his experiments cannot be sup- 
posed to act in this way. Mayer’s original hypothesis 
and the subsequent observations quoted here seem to 
hang plausibly together, but there are several experi- 
mental steps to be taken before the whole of this 
explanation of the behaviour of sulphonamide com- 
pounds in the body can be accepted. If it should prove 
to be correct it will be of more than academic interest. 
As Shaffer points out, if therapeutic activity depends 
on the oxidation-reduction potential of compounds 


* J. clin. Invest., 1939, 18, 521. 
Ibid., 507. 


formed from the drug in the body this fact affords 
both a basis for relating molecular structure to activity 
and a comparatively simple method of in vitro test of 
probable therapeutic usefulness. 


ZINC PEROXIDE FOR INFECTED WOUNDS 


Some years ago Frank L. Meleney of New York de- 
scribed a characteristic form of slowly spreading ulceration 
of the skin caused by a micro-aerophilic haemolytic 
streptococcus. The presence of this micro-organism had 
formerly no doubt often been overlooked, but Meleney’s 


observations, both bacteriological and clinical, have done : 


much to secure the recognition of this lesion as a distinct 
entity. He also advocated its treatment with zinc 
peroxide, and in a recent paper’ he and H. D. Harvey 
give a further account of their methods of dealing with 
the condition, which now include the administration of 
sulphanilamide. This drug alone sometimes arrests the 
progress of the infection while it is being given, but after 
its withdrawal activity is liable to be resumed. On the 
other hand, when combined with the local application of 
zinc peroxide it often brings the denuded area to a con- 
dition so healthy as to permit skin grafting within three 
weeks or less. Twenty cases are described, of which 
there are numerous photographs. Meleney’ has now 
extended the scope of zinc peroxide treatment to include 
diabetic gangrene and traumatic wounds generally.’ 
Since others will no doubt be tempted to try a method so 
strongly advocated for wound antisepsis in general, and 
two specific purposes in particular, it is as well that some 
facts about zine peroxide should first be understood. 
Only one firm in the U.S.A. has succeeded in producing 
“zine peroxide” with adequate therapeutic activity, and 
this substance is in fact a mixture, about half of which 
is ZnO.,, the remainder consisting of ZnO, ZnCO., and 
ZnOH in unstated proportions. Two other firms in the 
U.S.A., whose names are well known, have only produced 
material which is almost entirely inactive, and this is also 
true of all preparations from abroad which Meleney has 
tested. This is a highly unsatisfactory position. It should 
surely be possible at least to define more exactly the 
optimum composition of this material, and by this or 
some other elucidation of its properties to enable other 
firms to make it. An in vitro test of its activity is to 
make a 10 per cent. suspension in water and measure the 
oxygen evolved during an ensuing period of several days. 
For clinical use the powder is sterilized by dry heat and 
made into a suspension in an equal amount of sterile 
distilled water, which is then applied to the whole surface 
of the wound and covered with wet dressings and, finally, 
gauze impregnated with vaselin or zinc oxide ointment 
to prevent evaporation. It is important also to recognize 
that, whereas a majority of common types of wound infec- 
tion, according to Meleney, are amenable to zinc peroxide 
treatment, others are not. The exceptions are infections 
by Staph. aureus and Bact. coli, for which he recommends 
treatment with bacteriophage. Susceptible bacteria in- 
clude not only most streptococci but the gas-gangrene 
group and the anaerobic non-sporing Gram-negative 
bacilli. The continuous evolution of oxygen might well 
restrain the growth of such bacteria in a wound cavity, 
though it is difficult to picture the extension of this effect 
into the tissues. It may also be asked whether mere 
1 Ann. Surg., 1939, 110, 1067. 


2 Surgery, 1939, 6, 845. 
3N. Y. St. J. Med., 1939, 39, 2188. 
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oxygenation is the whole explanation of the effect 
obtained ; does not the zinc ion play any part, and the 
result therefore depend to some extent on the proportion 
of ionizable compounds in the mixture used? We raise 
these questions without any idea of depreciating Meleney’s 
work, but only because the more valuable his method is 
the more desirable is it that the optimum composition of 
the material used should be defined and its mode of 
action be further studied. 


FRESH SOURCES OF VITAMIN C 


Until a few years ago it was always considered that fresh 
lemons were the richest natural source of vitamin C. 
Oranges were nearly as rich, and apples (except Bramley 
Seedlings) were rather a poor source. Since it has been 
possible to determine the vitamin C content of fruit juices 
chemically it has been a much simpler matter to examine 
them for this factor, and some of the results have been 
rather surprising. In the following table the ranges of 
values found by different workers for different samples of 
fruit have been stated as milligrammes of ascofbic acid 
per 100 grammes of the edible portion of the fruit or per 
100 c.cm. of the juice. If desired, milligrammes of 
ascorbic acid may be converted into international units by 
multiplying by 20. 


Mg. Ascorbic Acid 

Fruit per 100 Grammes 

Apple—Blenheim Orange .. oe 
Bramley Seedling .. 16.0 


Cox’s Orange Pippin 1.6 
Blueberry os oe 4.0- 75.0 
Currant, black, juice .. 132.0-178.0 
Fig wie << ae 2.0= 3:7 
Gooseberry ae 27.6- 47.0 
Greengage .. ‘ie <0.5- 69 
Lemon juice .. 25.8- 70.9 
Lime juice oe = 16.8- 62.5 
Melon .. = 1 6- 20.0 
Orange juice .. es 22.0- 89.0 
» wholepeel .. es 75.8-210.0 
Dried prune .. ate 1.0 
Raspberry juice aie ots 20.8- 32.6 
Rowan, mountain ash 35.0- 50.0 
Strawberry An + 46.0- 77.5 
Tangerine juice Pe  10.0- 78.0 


The most striking point about the figures in this table 
is the great range in values of different samples of the 
same fruit. Some of these variations have been investi- 
gated by Olliver’ ; for example, she found that the vitamin 
C content of both gooseberries and strawberries was 
higher in the outer and lower in the inner tissues. Also 


1 Analyst, 1938, 63, 2. 


the concentration of vitamin C in the juice of these fruits 
increased during the early stages of development but 
decreased later. The increase in the amount of juice in the 
berry as it ripened compensated, however, for the de- 
creased concentration. Berries of a late crop were not so 
good as those of the early crop. Nyrop* has found that 
the berries of Berberis polyantha, one of the most decora- 
tive of our garden shrubs, contain 81 mg. ascorbic acid 
per 100 grammes juice, and since this species does not act 
as a host to alternate generations of the wheat “rust” 
there can be no drawback to growing it in large quantities. 
Lately, Hammar and Schréderheim*® have shown that the 
best way of using hips is to make soup or tea from them. 
The dried hips are crushed without damaging the seeds, 
mixed with a small amount of boiling water, kept in a 
closed vessel for ten to twenty minutes, then strained, 
pressed, and washed well with small amounts of hot water, 
The combined filtrates make the soup. This may be 
diluted with more water and drunk hot or cold. The loss 
of ascorbic acid should be not more than 20 per cent. 


AMBULANCE SERVICE IN FINLAND 


The countries which have already sent ambulance services 
to Finland are so numerous that the surgical talent put 
at the disposal of the Finns is of a remarkably cosmo- 
politan character. As was to be expected, Finland’s 
closest neighbours, the other Scandinavian countries, were 
early in the field, the first Swedish Red Cross ambulance 
reaching Finland on December 22, and the Norwegian 
Red Cross ambulance about a week later. The Danish 
Red Cross ambulance was also among the first to arrive. 
The surgeons in charge of these Scandinavian ambulance 
services are veterans of high rank—Professor Chievitz 
from Denmark, Professor Johan Holst from Norway, and 
Professor Gunnar Nystr6m of Uppsala from Sweden. 
A system of relays enables the staffs of these ambulance 
services to be relieved from time to time. This system 
has been made necessary by the strenuous character of the 
work in Finland and by the preoccupations elsewhere of 
several of the surgeons. Both the Norwegian and Swedish 
units are so organized that, while the main body can be 
Stationed at some important centre, mobile sections can be 
detached for more urgent work nearer the front. These 
foreign units are put at the service of the Finnish high 
command and go where they are told to go, but they enjoy 
considerable autonomy so far as their own machinery is 
concerned. The first Swedish Red Cross ambulance unit 
was staffed by about twoscore men and women and was 
designed to work a 150-bed hospital service, whereas the 
second unit, providing for a 250-bed hospital service, has 
a staff of 127, among whom are twenty-one doctors. 
Both these units have been planned with a view to their 
being self-supporting, independent of such extraneous 
services as those of gas, water, and electricity, which the 
aerial attentions of hostile planes may damage. Indeed, 
provision is also made for feeding and housing these units 
under war-time conditions in a country whose sparse 
population does not afford ubiquitous means of hospi- 
tality. On the nature of the casualties he has already 
dealt with, Professor Holst reports that they are remark- 
ably severe, and his opinion in this field is the more 
weighty because he took part as a surgeon on the Western 
Front in the last war and in Finland’s war of libera- 
tion in 1918. The severe cold has, of course, had a pro- 
found influence both on the character of the lesions and 
on the work of the surgeons dealing with them. 


2 Ugeskr. Laeg., 1938, 100, 644 
§ Acta paediatr., Stockh., 1939, 25, 102. 
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FOREIGN BODIES IN THE HEART 


The subject of foreign bodies in the heart is of importance 
in war time, although in a period which includes the 
1914-18 war the number of cases recorded was not large. 
Some probably go unrecognized, while others are recog- 
nized but not recorded. H.R. Decker,’ for example, finds 
that 109 cases have been reported since 1900, the foreign 
body being usually a bullet or shrapnel. The attempt in 
some of these cases to remove the body by operation was 
attended by an immediate mortality of about 20 per cent. ; 
the mortality in those not operated upon was about the 
same. The figures are, however, no guide to advisability 
of operative intervention, which must be decided on by 
the position, size, and nature of the foreign body. A 
large piece of shrapnel in the pericardium or a sharp one 
in any position must be removed ; the latter is likely to 
produce a fatal perforation sooner or later. Attempt 
should also be made to remove free bodies in the cardiac 
cavities, though this has rarely been done and is a 
hazardous procedure. Foreign bodies within the muscle 
wall may give rise to no symptoms, and such cases have 
the second best prognosis ; it is best of all for pericardial 
foreign bodies. Decker’s own case was that of a young 
man with a bullet between the pericardium and_ the 
diaphragm. He had pain near the site of injury and 
various symptoms later diagnosed as psychotic. Nine 
years after the wound the bullet was situated in much the 
same spot and he had been entirely free of symptoms for 
seven or eight years. The report is designed to show that 
the treatment for foreign body in or near the heart must 
be carefully weighed in each individual case. In view of 
recent developments in intrathoracic and cardiac surgery, 
operation, if necessary, should be safer now than it was 
in the period covered by Decker’s review. 


CHOLERA IN CHINA 


Medical science owes much to the Health Organization of 
the League of Nations, which, through its technical com- 
missions and committees of experts, has collected valuable 
information on the cure and prevention of disease in many 
parts of the world. Among the latest evidence of the 
League’s activities is an account by Robertson and 
Pollitzer? of the work of the second unit of the League 
of Nations Epidemic Commission to China during the 
1938 outbreaks of cholera in the Central Provinces of 
Hunan, Hupeh, and Kiangsi. The valley of the Yuan 
River, which flows into the Yangtze, appeared to be the 
endemic focus from which the disease spread into the 
adjacent provinces and the Hankow area. Sanitation of 
water supplies was quite unknown in the rural areas, and 
the cities were not much better; Hankow, for example, 
was the only city with a modern waterworks, while in 
Changsa, with a population of 750,000, there was none. 
River water was largely used, and was frequently found to 
contain V. cholerae. The water-carriers frequented the 
river jetties, where the people also congregated to wash 
their linen and clean their vegetables. Sewage from the 
houses of the river streets leaked into the river, and 
numbers of junks were continually moored near the jetties. 
Night-soil buckets were washed in the river, and in many 
instances sewers discharged within the precincts of the 
town. The authors consider that water pollution was the 
chief factor in the spread of the disease, and that direct 
contact and fly transmission were subsidiary factors. An 
educational campaign through the medium of posters, 


1J. thorac. Surg., 1939, 9, 62. 
2 Trans. roy. Soc. trop. Med. Hyg., 1939, 33, 213. 


leaflets, newspapers, and lectures was instituted. Every 
possible attempt was made to cleanse and purify the river, 
and other measures to improve the water supply included 
the addition of chlorine solution to the buckets as the 
water-carriers left the river and the employment of storage 
tanks along the bund, the work being closely controlled by 
sanitary police. Inoculation with a.single dose of 6,000 
million organisms proved valuable, and although the dose 
was higher than is commonly used the reactions were 
negligible. Quarantine stations and control posts were 
also established on the routes of travel, and temporary 
isolation hospitals were constructed. Hypertonic salines 
were at first unpopular with the local doctors, but there 
was a reduction in case mortality when the proper tech- 
nique was followed. Bicarbonate solutions were also 
useful for patients with acidosis. This paper illustrates 
the value of a careful preliminary survey of the epidemio- 
logical factors so that measures of control can be effective 
and at the same time economical. 


INTRAPERITONEAL BLOOD TRANSFUSION 


e 

Although the intraperitoneal route for blood transfusion 
in young children has been employed for over half a 
century it has never been very popular. This is due 
partly to the fear of certain risks, including the possible 
irritant effects of blood on the peritoneum, and partly to 
doubt whether there is absorption of the blood to any 
worth-while extent. Since intravenous blood transfusion 
in young children is almost. impossible by the inexperi- 
enced, the recent claims by Dr. J. Clausen of Copenhagen’ 
for the intraperitoneal route merit attention. He points 
out that the therapeutic effect of blood transfusion results 
from absorption of plasma, of substances in the plasma 
such as immune bodies; and of red blood cells. Experi- 
ments on the absorption of pneumococcal agglutinins from 
anti-pneumococcus serum from horses or from rabbits, 
injected intraperitoneally, show that absorption proceeds 
very rapidly and can be promptly detected in the blood. 
This absorption of serum proteins and immune _ bodies 
is capable of relatively simple experimental proof, and is 
generally accepted. As regards the red blood cells, it is 
generally held that these disintegrate in the peritoneum. 
By an ingenious series of agglutination tests and the 
selection of a suitable blood group for the donor Clausen 
has been able to demonstrate that donor cells are present 
in the blood stream of the recipient after blood has been 
injected into the, intraperitoneal cavity. Thus the intra- 
peritoneal route can be regarded as a true transfusion, 
and the blood groups of donor and recipient should there- 
fore be matched. These agglutination experiments do not 
permit of any quantitative study of the results of trans- 
fusion, but Clausen records his impression that donor cells 
pass through the peritoneum very slowly and continue to 
do so for several days. This impression is supported by 
the curves of red cell counts and haemoglobin determina- 
tions in four infants before and after intraperitoneal injec- 
tions of blood. 


Professor H. P. Himsworth will deliver the Sydney 
Ringer Memorial Lecture at University College Hospital 
Medical School on Tuesday, March 19, at 5 p.m. His 
subject is: “Insulin Deficiency and Insulin Inefficiency.” 


Owing to the illness of Professor Hey Groves his Moyni- 
han Lecture before the Royal College of Surgeons which 
was announced for March 14 has been postponed to 
Thursday, April 11. 


1 Acta paediair., Stockh., 1939, 27, 24. 
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SURGICAL PROBLEMS OF WAR 


This contribution is the second of four articles written by a Canadian surgeon who had considerable experience 
of war surgery in 1914-18 


GUNSHOT WOUNDS OF THE 
ABDOMEN 


BY 


AMBROSE L. LOCKWOOD, D.S.O., MC. 


The success of Richards and Fraser (now Sir John) in 
gunshot wounds of the abdomen in 1915, in the Second 
Army under Sir Cuthbert Wallace, was overlooked and 
not given the attention and publicity that the extraordinary 
results warranted. However, by the autumn of 1915 and 
certainly the early spring of 1916 it was generally recog- 
nized—if not universally adopted—that early operation 
was indicated in gunshot wounds of the abdomen; that 


aN 


Fic. 1.—Distribution of wounds of the abdomen according 
to their gravity and their tendency to heal spontaneously. 
The gravity of wounds corresponds to the density of the 
shadows: the darkest region to the highest degree of gravity. 


approximately 50 per cent. could then be saved, depending 
largely on how early operation could be undertaken ; and 
that the policy of abstention in undoubted peritoneal wounds 
was tragically wrong. The scope of this article will not 
permit me to deal at length with gunshot wounds of the 
abdomen further than to point out the necessity for 
Operating at the earliest possible moment, preferably not 
later than four to twelve hours after being wounded ; 
accurate localization of the missile, if retained; purse- 
string or mattress suture of the bowel and patching with 
omental tags rather than resection, which must be avoided 
if at all possible; end-to-end anastomosis rather than 


‘lateral anastomosis, if required; control of all bleeding 


points; a thorough and complete toilet of the abdomen 
and its contents with sponges wrung out of saline ; perhaps 
the use of a little ether for its cleansing properties ; and 
rarely drainage, except in the late cases, when a supra- 
pubic drain may be left in. Resections are, however, 
frequently necessary, and double (even triple) resection 
must unfortunately be carried out if life is to be saved. 
It is particularly in such patients that the surgeon must 


quickly decide and hasten to carry out the resections. 
Time is an important factor in such cases, and speed in 
operating is life-saving. Every young surgeon should 
carefully read and digest The Abdominal Injuries of War 
by that master of surgical judgment, daring, and skill, 
Gordon-Taylor. In extensive wounds of the ascending 
and descending colon with widespread soiling where colon 
septicaemia (Fraser) may be expected, a posterior incision 
may be made in the loin adjacent to the site of the wound, 
and a large soft rubber tube can be sutured in position, 
just penetrating the peritoneum, but not further. Multiple 


i 


Fic. 2.—Various wounds of small bowel and types of 
closure—catgut, silk (fine), or linen thread. 


Fic. 3.——Horizontal section of the abdomen. Note: Tan- 
gential passages of missiles from entrance to exit may miss 
bowel and other viscera and heal spontaneously. 


ileostomies or jejunostomy, to prevent obstruction of small 
bowel and to offset distension incident to peritonitis, 
proved of no value. A high jejunostomy with a catheter 
sutured in position was valuable, as it permitted feeding 
of the patient after extensive repairs of the stomach, duo- 
denum, or jejunum. An appendicostomy or caecostomy 
acted as a valuable outlet to prevent undue distension 
with fluid and gas after repair of extensive wounds of the 
colon. A Rankin clamp should be at hand to ensure 
aseptic resection of the large bowel when found necessary. 


Liver, Spleen, Kidneys, and Bladder 


Many painful experiences taught us to deal conserva- 
tively with wounds of the liver, spleen, and kidneys. 
Most liver wounds can best be treated by careful cleansing, 
muscle or omental tags, and packing. Sutures often will 
not hold, and may cause additional haemorrhage, spread 
infection, and indeed delay the operation. 

If the spleen is not too badly injured and if the artery 
is intact, and if bleeding has ceased when the spleen is 
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exposed, apply a hot pack to it, deal with other 
lesions in the abdomen, then return to the spleen and 
hesitate to do a splenectomy if there is no active haemor- 
rhage.* Pulmonary embolus following splenectomy was so 
common in the last war that after August, 1916, we 
reserved it only for patients with such extensive rupture 
and destruction of the organ that bleeding could not 
otherwise be controlled. 

Likewise in dealing with gunshot wounds involving a 
kidney we soon came to realize that every effort should 
be made to save the kidney, providing the artery, vein, 


Fic. 4.—A. Bursting wound of a kidney that can generally 
be saved. B. Bursting wound of a kidney that might be 
saved if bleeding has ceased. C. Bursting wound of a kidney, 
with destruction of pelvis and renal vessels, requiring nephrec- 


tomy. (a = artery ; v = vein.) D. Bursting wound of a 
kidney that requires nephrectomy though bleeding may have 
ceased. 


and ureter were intact and the organ was not too badly 
shattered by the missile. While it is not easy to suture 
the spleen because of bleeding, the kidney capsule and 
perirenal fat permit of encircling sutures that will often 
control bleeding from the cortex. Wide drainage can, 
in addition, be easily and safely established without doing 
any harm from pressure or contact with the tube. 


Wounds of the bladder must be promptly dealt with, 
particularly to avoid extravasation into the deep tissues 
of the perineum ; otherwise, if the patient is passing urine, 
bladder wounds when entirely extraperitoneal should 

2 treated conservatively. Suprapubic drainage should be 
avoided. 

Abdomino-thoracic Wounds 


Abdomino-thoracic wounds involving the left diaphragm 
particularly are as a rule best treated by early operation. 
Practically any wound of the diaphragm, when the patient 
has survived to reach an operating table, can be sutured. 
Whether to deal with such wounds by the abdominal route, 
a thoracic approach, or a combined abdomino-thoracic 


incision depends on the location of the wound or wounds, 
the course of the missile, and the probable organs injured, 
In extensive wounds involving the periphery or where 
there has been considerable loss of tissue, as may occur 
with shrapnel or shell-casing, it may be necessary to 
expose the phrenic nerve in the neck and either crush it 
or inject alcohol so that the diaphragm on that side will 
be put at complete rest until healing is accomplished. 
Living suture may occasionally be necessary in an exten- 
sive lesion of the diaphragm. Flat catgut (prepared) in 
tubes should be available for repair of the diaphragm, as 
for the repair of the spleen and kidneys. 


Peritonitis 


There are patients with gunshot wounds of the abdomen 
who for one reason or another are not brought to the 
casualty clearing station until peritonitis is already well 
established, and yet must be dealt with surgically if there 
is reasonable evidence of involvement of the bowel. We 
operated upon many as late as forty hours after being 
wounded, and even when two or three days had elapsed. 
Fortunately, in the latter group as a rule the peritonitis 
was fairly well localized. In this group, when it is neces- 
sary to operate to close the openings or rents in the bowel, 
the greatest care must be taken in handling the intestines 
not to convert a localized peritonitis into a spreading 
general peritonitis. The Alonzo-Clark or so-called Ochsner 
treatment should be adopted post-operatively. Patients 
are placed in Fowler’s position as early as possible after 
operation. Small injections of morphine are repeated till 
the patient’s respirations are reduced to 14 to 16 per minute. 
Continuous blood transfusion with preserved blood may 
be employed at the outset, otherwise intravenous glucose 
1 minim every five seconds should be given. A rectal drip 
of glucose and sodium bicarbonate may be valuable. 
Nothing is given by mouth. The lips are merely moistened 
with gauze wrung out of water. Heat in some form such 
as hot linseed may be applied to the abdomen. If there 
is considerable distension eserine, pitressin, acetylcholine, 
or some such drugs may be valuable two or three days 
after operation. 

The patient may be kept in this condition for days, and 
a proportion of such wounded men will live who would 
most certainly have otherwise died. I have at hand par- 
ticulars of a man operated on at No. 53 Casualty Clearing 
Station in the spring of 1917 who had lain out in a shell 
hole for forty-eight hours. We sutured twelve holes in 
the small bowel and kept him in a deep sleep for eleven 
days. Although he had a well-marked peritonitis it was 
fairly well localized, and he recovered. 


Location of Missiles 


Every advanced operating centre in this war should 
be adequately equipped with radiographic apparatus to 
permit of accurate location of missiles before operation. 
Unfortunately, it was late in 1916 before x-ray equipment 
was available for casualty clearing stations. The site of 
missiles can be established with the greatest accuracy and 
with dispatch. Captain J. B. Donaldson, R.A.M.C., one 
of the most outstanding radiologists of the war, developed 
the location of missiles to such a degree of ease and 
accuracy that I have known him to locate them in ninety- 
six patients in a day, and in the many months he served 
with us from late in 1916 to the end of the war he was 
only wrong once, and then by not more than two to three 
centimetres, with a small missile measuring about 1 by 14 
by + cm. in the anterior mediastinum on the left side. 


The extreme importance of the probable course of a 
missile from the entrance wound to where it lodged cannot 
be exaggerated. No man, however experienced, can with 
any degree of accuracy foretell the course that a missile, 
particularly a bullet, may take through the body. In- 
numerable instances could be cited to prove the bizarre 
course that missiles take ; suffice it to point out that I have 
known a bullet fired from an aeroplane to enter the right 
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deltoid muscle three inches below the shoulder, and be 
found lodged in the crest of the left ilium, and yet no 
serious damage was done to the chest, the abdomen, 
or either kidney. 


Repair of Vessels and Nerves 


In this war there should be a much higher percentage 
of suture of arteries and nerves. Every effort must be 
made to repair and preserve main arteries and nerves. 


<> 


SS 


Fic. 5.—Arterial-suture: Carrel’s method. 1. Note adventitia 
drawn over cut end of artery preliminary to removal. 2. Three 
stay sutures in position, making vessel triangular to suture. 
3. Suture of second triangle with vessel partly rotated and 
then continuous suture through all coats of vessel (vaselined 
Japanese silk used). 


The outstanding contribution of Murray and his associates 
in the use of heparin should make it imperative that 
Governments at once take steps to have it produced in 
commercial quantities and at reasonable cost. Every 
casualty clearing station should have at hand, threaded and 
prepared for immediate use, small curved and straight 
needles (No. 15) for suture, and for special sutures such as 
Japanese silk. Two or three men in every casualty 
clearing station should be prepared to take on the suture 
of these important structures—men who have acquired a 
special aptitude for such work; and with the mass of 
surgery that passes through a casualty clearing station such 
Surgeons can be rapidly trained and developed if not 
already proficient. 


MORE NOTES ON PENETRATING 
CHEST WOUNDS 


BY 


D. ELLIOT DICKSON, M.D., F.R.C.S.E4. 


Late Major R.A.M.CAT.) in Charge of the Medical 
Division, 26th General Hospital (B.E.F.) 


Dr. F. G. Thomson’s paper on this subject in the British 
Medical Journal of January 13, 1940 (p. 44), brought into 
the foreground of my memory some of my experiences 
during the last war when I was in charge of a ward in 
a base hospital in France set aside for such cases. 
I regret that I cannot give figures as Dr. Thomson is 
fortunate enough to be able to do, because I was recalled 
in November, 1917, “to serve the needs of the civil 
population’; at that moment these were mainly repre- 
sented by attendance on cases of whooping-cough and 
German measles in a colliery village in Fife! 


But I would like to supplement Dr. Thomson’s notes 
by some of the experiences which stand out as landmarks 
in my medical journey. One of these was the first case 
of penetrating chest wound which I saw in hospital. 


I had only arrived at the base from the front a few days 
previously, and there was no special ward for such cases at 
the time. The patient had been admitted to my medical ward 
with an “e. and e.” wound through his right chest. On 
examination I found all the physical signs of pneumonia, 
complete over his right side and also over the lower lobe of 
his left lung. He seemed perfectly well, with a normal 
pulse and temperature, and very little embarrassment of his 
breathing. Obviously he had no pneumonia at all, but 
I could not explain the physical signs present. I requested 
the services of our consulting physician, the late Sir John 
Rose Bradford, and while awaiting his arrival I talked over 
the case with our pathologist, the late Major Sydney Rowland 
(microscopist to the Lister Institute). I remarked to him, 
rather casually, I fear, that physical signs in the war zone 
were different from those met with at home. He countered 
with, “ Physical signs never vary; it is your interpretation of 
them that is at fault.” Does that not apply to very many 
aspects of our work? That lesson I have never forgotten. 


Sir John quickly explained the apparent anomaly. The 
rifle bullet had traversed the right lung, producing a large 
haemothorax, with complete compression of the lung: this 
meant that although the right thoracic cavity was full of 
blood, almost up to the clavicle, there was a conducting 
medium all the way from my stethoscope to the main 
bronchus, through the blood and the solid lung; hence the 
tubular breathing with a few crepitations, suggestive of pneu- 
monia, and not the “silent chest’ associated with pleural 
effusion one meets in civil life. The condition of the left 
lung was due to “contralateral collapse” of the lower lobe, 
a condition fairly frequently associated with haemothorax, 
and possibly, according to Sir John Rose Bradford, due to 
mechanical causes, the whole mediastinum having been pushed 
over (in this case) to the left side. 


Such was my introduction to the problems of pene- 
trating chest wounds. The next lesson I learnt was that 
for accurate diagnosis, especially in such cases as these, 
an intimate knowledge of physical signs was valuable to 
an extent I had never before realized ; and that, to acquire 
this, constant and unremitting practice was necessary and 
the use of a skin pencil essential, and when possible the 
results should be checked by radiographs. This seems so 
elementary that it should not need elaboration or even 
repetition, but my knowledge of final-year medical 
students and of recent graduates does not bear this out. 


Another important point in the examination of the chest 
which Dr. Thomson has omitted to mention is the position 
of the apex beat. The heart is always displaced away 
from the effusion, and this is a valuable clue to the 
diagnosis, 
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I scarcely appreciate Dr. Thomson’s statement in his 
paragraph on simple haemothorax, “the diagnosis is 
usually self-evident, but in case of doubt can be con- 
firmed by exploratory puncture.” In every case of pleural 
effusion in my wards an exploratory puncture was made 
and the specimen obtained sent to the laboratory for 
report. This was forthcoming in from ten to fifteen 
minutes, and the diagnosis of “sterile” or “ infected” 
was decided. No instance of infection in a sterile case 
ever occurred. 

The question of aspiration in sterile cases was always, 
to me, a difficult one, as leaving even a moderately sized 
haemothorax seemed to ignore the possibility of adhesions 
proving troublesome later. In some cases I used a modifi- 
cation of apparatus I saw in one of the American 
hospitals in France. It consisted of a Woulfe’s bottle 
full of oxygen at atmospheric pressure. To the long tube 
was attached a fairly large aspirating needle or trocar, 
which was inserted as low down as seemed safe ; when the 
biood began to run into the bottle a small needle attached 
to the short tube was inserted higher up in the thorax, as 
near the highest level of the effusion as possible. The 
escaping blood displaced an equal volume of the gas into 
the chest (it could be heard bubbling into the fluid in the 
thorax), and the whole apparatus then worked auto- 
matically until the chest was clear of fluid (or the needle 
blocked with clot). The patient suffered no discomfort, 
as there was no change of pressure in his chest, his heart 
was not incommoded, and the gas was gradually absorbed 
and the lung allowed to expand. 

One of the most interesting of all the (over 100) cases 
under my care was that of a man who was wounded by a 
shrapnel bullet which entered his chest in the mid-axillary 
line in the seventh left intercostal space, passed upwards 
without touching his heart, then passed behind his left clavicle, 
severing his subclavian artery, and finally came to rest sub- 
cutaneously in the left anterior cervical triangle. Being 
probably red-hot at the beginning of its anatomical journey, 
it seared its way through all the tissues, and there was no 
trace of bleeding anywhere. The subclavian artery was 
apparently torn through so completely that the elastic fibres 
could curl up and close the gaps. He had, of course, no 
radial pulse (I saw him twenty-four hours after he was 
wounded), but the collateral circulation was established in 
two or three days. 


His chest condition was most interesting: the left side was 
tympanitic all over, and his heart was displaced so that his 
apex beat was outside the right nipple line. A radiograph 
showed his left lung squeezed up against his vertebral column 
by a pneumothorax which had not only compressed the lung 
to an airless mass but had completely flattened the whole 
of the left arch of the diaphragm. 


The explanation was that there had been a valvular open- 
ing from the lung into the pleural cavity, permitting the air 
to escape and to accumulate there to such an extent as not 
only to compress the lung, displace the heart, and flatten the 
diaphragm, but to prevent the possibility of any bleeding. 
The man stated that he was very comfortable, had no pain, 
and had very little distress with his breathing. At the sug- 
gestion of our consulting physician and consulting surgeon 
(Sir J. R. Bradford and Sir George Makins), a needle was 
inserted with the idea of measuring the pressure, but the 
piston of the syringe to which the needle was attached was 
blown half-way across the ward before the manometer could 
be attached, and the needle was hurriedly removed to prevent 
any sudden release of the air pressure and the possibility 
of bleeding. 

The patient was not long afterwards evacuated to Britain, 
convalescent. 

The last point I wish to make is to support Dr. Thom- 
son in insisting that in some cases of septic haemothorax 
the symptoms and signs of pneumonia may be so accur- 
ateiy reproduced that such a diagnosis may be made and 
the actual condition missed. I saw several such cases 
when in charge of the medical division of the hospital, 


and it was sometimes difficult to persuade the medical 
officer attending the case that his diagnosis should be 
revised. The first clue to the real condition in such cases 
was always the position of the apex beat, “ displaced away 
from the effusion,” the corroborative detail being supplied 
by the insertion of a needle and the withdrawal of infected 
blood. 

I thank Dr. Thomson for his paper, which must have 
given pleasure to many who had experience of such cases 
in the last war, and ought to prove valuable to their 
successors in the present one. 


Lochgelly, Fife. 


INDUSTRIAL CONGESTION AND THE 
PUBLIC HEALTH 


REPORT OF ROYAL COMMISSION 


In 1937 a Royal Commission was appointed under the 
chairmanship of Sir Montague Barlow to inquire into the 
causes which have influenced the present geographical dis- 
tribution of the industrial population of Great Britain, 
and to consider what social, economic, or strategical dis- 
advantages (meaning vulnerability to air attack) arise from 
the concentration of industries in large towns. After the 
report! was completed but before it could be published 
the outbreak of war suddenly caused immense, though 
not well-considered, changes and transpositions in the 
location of British industry, and made parts of this 
report out of date and some of its terminology ambiguous. 
For example, the “ post-war period”? now becomes the 
“inter-war period.” 

It is not the Commission's fault if little attention is 
paid to its long series of majority and minority recom- 
mendations, because it seems inevitable that some much 
more drastic thinking along these lines will have to be 
done when peace comes. The Commission is unanimous 
in calling for a new central authority—some of the 
members want it to be a Government Department with 
full executive powers—to help in the redevelopment of 
congested urban areas, the decentralization of their 
industries and population, and the encouragement of a 
reasonable balance and diversification of industry through- 
out the country. Much is said about garden cilies, 
satellite towns, and preservation of green belts which is 
of importance for future reference. But whatever happens 
to the recommendations the facts which the Commission 
has assembled from the 120 expert bodies and persons 
who tendered evidence are of great interest, and on the 
basis of this ascertainment a good deal of future planning 
will start. 


The Gargantuan Town 


The concentration of the population in great towns in 
the industrial era was followed by a disastrous harvest 
of slums, sickness, stunted physique, and human misery. 
This was most evident in mid-Victorian times, but the 
entail even now is not entirely cut off. Are these vast 
concentrations necessary? And if they are, must they 
continue to be a menace to the health and well-being of 
the people? England (not Great Britain) has a greater 
pressure of population than any of her European neigh- 
bours. Belgium, considered to be the most densely popu- 
lated national area in the world, has 702 people to the 
square mile, but England has 766. The drift of popula- 
tion in recent years has been to London and the south- 
east. The Greater London “conurbation”—to use a 
word of which the Commission is rather fond—stretches 
over six counties and into the areas of 118 local autho- 
rities, and even the outer fringe of London has grown in 
proportion less rapidly than some near-by towns such 
as Chelmsford and Luton. In London and the home 
counties over a quarter of the “gainfully occupied ” 


1Cmd. 6153. H.M. Stationery Office, 1940. (Ss. net.) 
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population of Great Britain is now concentrated ; at the 
beginning of the nineteenth century the proportion was 
one-eighth. During the period 1921 to 1937 the popuia- 
tion of Great Britain increased by 74 per cent., but that 
of London and the home counties increased by about 
18 per cent. In the Midlands the corresponding increase 
was 11 per cent., but no other area is in the running, 
and some, like South Wales and the north-eastern counties, 
show decreases. 


Town and Country: Relative Healthiness 


Progress in public health is illustrated in the Com- 
mission’s report from several points of view. Sixty years 
ago the annual death rate in this country was over 20 
per 1,000 living ; it is now round about 12. The factors 
which have operated to improve the public health have 
naturally most affected those large towns and manufactur- 
ing districts where it was least satisfactory before: Thus 
the gap between urban and rural mortality has been 
narrowing, and, as the Royal College of Physicians of 
Edinburgh told the Commission, in certain cities and in 
some parts of most cities the standards of health achieved 
are now not inferior to those in the country. It is inter- 
esting that in Amsterdam and Rotterdam, cities whose 
populations approximate to those of Manchester and 
Sheffield respectively, both the general and the infant death 
rates are below those of Holland as a whole, and the 
same is said to be true of some Swedish towns. In this 
country, however, the death rates still remain higher for 
towns than for rural districts. 


The minority report stresses the negative character of 
statistical information from public health authorities. 
Such information is concerned with mortality and the 
incidence of particular diseases, but longevity and a 
healthy existence are not necessarily in the same category, 
and health must be conceived as a far more positive and 
creative condition than any state of life which can be 
revealed from the tables of registrars-general. But the 
Ministry of Health told the Commission the same thing: 


* Hitherto health services have been preoccupied in miti- 
gating the grosser evils of uncontrolled urban development, 
in curing ills rather than preventing them, and little time or 
thought or money could be spared to the promotion of positive 
health and to the consideration of what constitutes an ideal 
urban environment.” 


Is there an optimum size of town from the point of 
view of health? The Registrar-General says that his 
figures provide no support for that hypothesis. In the 
small town there is generally a greater degree of personal 
interest, both voluntary and official, in the public health 
services, but the larger unit has the advantage as a rule 
of possessing more experienced officers as well as more 
complete medical and hospital provision. The Depart- 
ment of Health for Scotland said in evidence: 


* Without the concentration of the population in the towns 
Which provides teaching material in the necessary variety and 
volume, affording the medical profession a wider experience 
and opportunity for specialization and research, it is fairly 
= that medical science could not have reached its present 
evel.” 


Housing and Health 


The important factors enhancing the death rates of 
town dwellers are taken to be overcrowding (of houses 
on sites and people in houses) and smoke pollution, the 
latter being described by one medical officer of health 
as the great failure of modern public health. Neither of 
these is a necessary accompaniment of urban life if, in 
the location of new factories and the planning of towns, 
the future health of the population is a paramount con- 
Sideration. Overcrowding can be and is being controlled. 
A joint medical committee which was set up by the Royal 
College of Physicians of London to assist the Commission 
Suggested the following measures for the improvement of 
the health of industrial towns: (1) planning of town so 


that its several parts are allotted to industry, shops, 
dwellings, open spaces, etc. ; (2) reduction to a minimum 
of contamination of air by smoke; (3) no more than 
twelve houses to the acre and each family to have a 
garden; (4) avoidance of overcrowding per room; 
(5) workers’ dwellings to be near place of work; and 
(6) residential areas to be within easy reach of country. 
Numbers (3) and (5) seem to be contradictory. If each 
family is to have a garden it would rule out flats, yet 
a certain amount of flat construction for the working 
classes close to their work seems to be unavoidable. It 
is estimated that 300,000 new houses are needed in 
England and Wales and 230,000 in Scotland to remedy 
existing overcrowding. Some of the densest overcrowding 
is in southern towns, and yet the mortality rates of these 
towns are generally better than those of comparable 
towns in the north. Medical evidence gives little support 
to the hypothesis that the latitude of the town has some 
influence on the health of its inhabitants. The lower 
mortality is more likely attributable to the lessened smoke 
production in southern towns, and also to the fact that 
upon the northern towns has fallen the heavier burden 
of unemployment with its health-undermining effects. 


Some attempt is made to forecast the future population 
of Great Britain. The Registrar-General estimates that if 
fertility remains at its present level and mortality con- 
tinues to fall, and natural migration is inwards until the 
decade 1941-51 and nil thereafter, the total population 
will have risen to 474 millions by 1951, and by 1971 will 
have declined to just below 46 millions. There are esti- 
mates by other bodies which give a much more sensational 
fall. The truth seems to be that while the population of 
the country is still increasing, the rate of increase is well 
below that of the nineteenth century; increases may be 
expected to continue for the next thirty or forty years, 
but they will tend to become progressively smaller unless 
some unforeseeable change occurs, and subsequently the 
population may begin to decline. But all these are 
statistical exercises rather than predictions. In these times 
the only thing to be certain of is the past and the 
immediate present, and in this respect the report furnishes 
a social survey for Great Britain as a whole which will 
be of first importance in the period of reconstruction 
which lies ahead. 


THE MEDICAL RESEARCH COUNCIL 


[SECOND Notice] 
Clinical Investigations 


The work of the clinical research units—three in London 
and one in Edinburgh—which are wholly or partly staffed 
and supported by the Council forms an interesting chapter 
in the annual report." At Guy’s observations have been 
made on patients with fever with a view to obtaining a 
clearer insight into the mechanism of changes in body 
temperature. It has been found that in fever -a con- 
spicuous diminution in skin blocd flow not only accem- 
panies but precedes—and is the chief factor in producing 
—a rise of rectal temperature. The observations have 
emphasized the importance of the physical in contrast to 
the chemical regulation of body temperature, and espe- 
cially the large part played by circulation through the 
hands and feet. 

Other observations have been made on the blood flow 
of patients with unilateral peripheral vascular disease and 
intermitient claudication in order to test the efficacy of 
certain remedies thought to increase the circulation in 
diseased limbs. They show that an increase in the blood 
flow to resting muscle is of little account in the treatment 
of intermittent claudication, and that the remedies must 
be proved to have a beneficial effect on the hyperaemia 


* Report of the Medical Research Council for the Year 1938-9, 
Cmd. 6163. H.M. Stationery Office. (3s.) 
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associated with exercise. Exercise remains the most 
potent factor in bringing increased blood flow to limb 
muscles. 

The work of the neurological research unit at Queen 
Square has been directed mainly to a study of the 
autonomic nervous system ; the time difference, following 
a given stimulus, in the onset of response as recorded 
from the toes and fingers has been investigated. A study 
has also been made of the reaction of the larger blood 
vessels to rapid occlusion. In healthy subjects a large 
vessel such as the brachial artery has been found to 
have the ability to constrict, whereas in older subjects 
this ability is greatly reduced. 


At Edinburgh a study of the clinical course of extensive 
burns has occupied investigators. Characteristic changes 
have been found in the chemical constituents of the blood 
and of other extracellular fluids. The action of a syn- 
thetic hormone of the suprarenal cortex—desoxycortico- 
sterone—has been tested in burns and other surgical 
conditions associated with circulatory failure. In some 
conditions, such as shock, the synthetic hormone rapidly 
restored the normal levels of blood chemistry and also 
exerted an occasional beneficial action on the circulation. 


The results of an investigation on the statistics of 
appendicitis have been separately published by the Council. 
The evidence suggests that the incidence of appendicitis 
has increased in recent years, though there has been a 
great decline in case mortality. In the highest social 
class the mortality is two and a half times that in the 
lowest, and its incidence is heavier amongst spinsters 
than amongst married women. Another statistical obser- 
vation undertaken at Cambridge under the auspices of 
the Council concerns the frequency of bovine infection 
relatively to pulmonary tuberculosis as a whole. The 
strains of tubercle bacilli occurring in the sputum of 
tuberculous patients have been examined in different areas 
of Great Britain—from several hundred cases in each 
area—and show a gradually decreasing frequency in the 
proportion of bovine infection on proceeding from North- 
East Scotland (9.1 per cent.), through the centre and south 
of Scotland (5.2 per cent.), the North and Midlands of 
England (1.8 per cent.), and Wales (1 per cent.), to South 
and South-East England (0.6 per cent.). 


Variations and Anomalies 


The external scientific staff of the Council working 
at many centres has made a number of useful observa- 
tions. At the Institute of Anatomy, University College, 
London, radiological and clinical study has been carried 
out on the influence of minor variations in the form of 
the pelvis on foetal presentation and labour. One con- 
clusion is that the classification of pelvic form mainly 
from the shape of the inlet by subjective impressions, 
which has lately been strongly recommended in some 
quarters, is not only unscientific but cumbersome and 
of no practical value. Minor variations were found to 
i little or no influence in determining the course of 
labour.. 


The Galton Laboratory (University College, London) 
has been extending its work on inheritance and disease. 
Nearly 100,000 consanguinity inquiry cards filled in at 
hospitals have been analysed in the hope of determining 
the consanguinity rate in the parentage of the hospital 
population. The rate is not high—probably not more 
than 0.8 per cent., or 0.6 per cent. if only first-cousin 
marriages are considered. A point of interest emerging 
from this material concerns the sex incidence of specific 
diseases. A number of rheumatic affections occur in 
marked excess among females, and there is a similar or 
even more striking excess in cases of gall-stones, chole- 
cystitis, and diabetes. Among males there is a great pre- 
ponderance of peptic ulcer, cancer of the oral region, 
of the larynx and thorax, of the oesophagus, bladder, 
rectum, and stomach, whereas cancer of the colon occurs 
with a like frequency in both sexes. Of 109 listed cases 


— 


of congenital pyloric stenosis eighty-five occurred in 
males, of forty-five cases of congenital dislocation of the 
hip thirty-eight were in females, and of thirty-four cases 
of cervical rib twenty-seven were in females. 

The work at the Royal Eastern Counties Institution, 
Colchester, sponsored by the Council, has been on types 
of mental defect associated with gross physical abnor- 
malities. A positive association has been found to exist 
between maternal age and the incidence of mongolism, 
gross malformation of the nervous system, and central 
placenta praevia. In the incidence of gross malformation, 
again, and of congenital pyloric stenosis, primogeniture 
is likely to be a significant factor. Mongolism and some 
other malformations may have their origins in chromo- 
some anomalies. At the Bernhard Baron Institute of 
the London Hospital a study has been made of the 
morbid anatomy of gargoylism, which reveals a strong 
similarity to family amaurotic idiocy, accompanied by 
widespread storage of a complex lipoid substance in 
other parts of the body. 

Apparently in anticipation of the “ black-out,” the 
Department of Physiology at University College, London, 
has been studying individual variations in the night vision 
of normal persons. In observers well supplied with 
vitamin A the greatest single factor in determining the 
subsequent course of dark-adaptation is the diameter of 
the pupil in the preliminary period of light-adaptation. 
Dark-adaptation is slower for persons with large pupils 
than for those with small, but there is some compensation 
in the possession of a large pupil in the light in that it 
predisposes to a comparatively large pupil in the dark. 
The power of dark-adaptation is found to deteriorate 
rapidly with age. 


Endocrinology 


Much work on hormones has again been proceeding 
at the National Institute for Medical Research. One 
line of investigation has been the analysis of the effects 
of gonadotrophic preparations. The effects of a series 
of extracts upon rats from which the pituitary gland had 
been removed completely have been observed. In such 
conditions the gonadotrophic extract from human urine 
of pregnancy caused only the luteinizing effect, and 
extracts from the anterior lobes of oxen, sheep, and 
pigs showed a predominant induction of this phase. Only 
the extracts of the anterior pituitary lobes of the horse 
and of man showed the production of both phases—that 
is, the growth and ripening of follicles, and ovulation with 
ensuing development of corpora lutea—in due proportion. 
Similar experiments have shown that the increased amount 
of gonadotrophic hormone obtainable from the human 
pituitary body late in life, after sexual functions have 
ceased, consists of the follicle-stimulating hormone only. 


Work has also been done on the nature of the so-called 
“ anti-hormones ” appearing in the sera of animals which 
have received a series of injections of certain hormone- 
containing extracts. An account of the work of the 
anti-hormone appearing in the serum of patients treated 
with gonadotrophic extract from the serum of pregnant 
mares, by Rowlands and Spence, has already appeared 
in these pages.” Other work on hormones has included 
fractionation of anterior pituitary extracts. The problem 
of separating the different hormones or active principles 
which the extract from perfectly fresh pituitary lobe 
presents is revealed as one of much complexity and will 
probably entail the expenditure of a great deal of labour 
and material in many laboratories. The trend of present 
progress is to show that the different activities that have 
been recognized are due to chemically separable principles 
and are not different aspects of the action of one or a 
few. Meanwhile the scientific and safe application of 
anterior pituitary preparations in medicine for the pro- 
duction of particular effects must await further progress 
in this difficult field of laboratory research. 


* British Medical Journal, 1939, 2, 947. 
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The Brain and Nervous System 


In the considerable work on neuromuscular physiology 
which has been proceeding at the National Institute and 
other centres the importance of acetylcholine in the trans- 
mission of nervous impulses has been emphasized. It 
has now been proved that the synthesis of this essential 
substance can only take place in the presence of glucose 
or certain of its metabolic products and with a free 
supply of oxygen. It has also been found that peripheral 
ganglia previously exhausted of their acetylcholine are 
only able to regenerate this compound when glucose or 
one of its metabolic products is supplied. Another point 
elicited in recent work is that acetylcholine which is con- 
tained in brain tissue is present both in the free state and 
in a combined form, the equilibrium between the two 
being controlled by chemical substances. All the work 
emphasizes the key position held by glucose as the main 
fuel of nervous tissue. Anything which interferes with 
its supply or use puts the brain and nervous system 
rapidly out of action. The interesting generalization is 
made that such different events as marcosis, oxygen 
deprivation, insulin shock, and deficiency of vitamin B, 
all have one result in common—namely, the diminution 
of oxidation of glucose in the nervous system. 


Another piece of work done at the National Institute 
is an experimental analysis of the complex effect of 
quinine on the responses of normal mammalian muscle. 
Quinine has been found to have the curious effect of 
increasing the tension of a single twitch while depressing 
that of a tetanus. 


Preventive Medicine 


Of the new committees set up by the Council during 
the year one on research in preventive medicine, under 
the chairmanship of Sir Wilson Jameson, is likely to play 
an important part in the future development of the 
Council’s programme in normal times. Preventive medi- 
cine, indeed, is implicit in the greater proportion of the 
work recorded in this volume. One matter concerns the 
danger which may arise through the employment of 
typhoid carriers among water-duty personnel or those 
who handle food. Hitherto there has been no simple test 
by which these dangerous people can be recognized. It 
is hoped that the recently discovered Vi antigen of Bact. 
tvphosum may prove to be a more valuable reagent for 
this test, as it is believed that the presence of Vi 
agglutinin in the blood is evidence that the individual is 
harbouring living and virulent typhoid bacilli. The 
Metropolitan Water Board is proposing to test all its 
employees by this method, and suspensions will be sup- 
e for the purpose by the Standards Laboratory at 

xford. 


A vast number of investigations in specific subjects 
which are aided by Council grants cannot even be men- 
tioned here, and the report does no more than catalogue 
them—even as a catalogue they occupy thirty-seven pages. 
Fellowships endowed by the Rockefeller Foundation for 
the academic year 1939-40 were awarded by the Council 
(entrusted by the Foundation for this purpose) to six 
British workers, on whose behalf arrangements had been 
made to work at centres in the United States, but owing 
to the war the awards have not been made effective. 
Similarly a tenth series of Dorothy Temple Cross Research 
Fellowships in Tuberculosis were awarded to three 
workers, but here again the war has prevented these 
Fellows from proceeding to work at centres abroad as 
had been arranged. 


In accordance with instructions from the German Govern- 
ment, Professors Domagk and Butenandt have declined the 
Nobel Prize offered them, but they are to receive from their 
Government an award commensurate with the monetary value 
of the Nobel Prize. 


Reports of Societies 


FUNCTIONAL DEAFNESS 


At a meeting of the Section of Otology of the Royal 
Society of Medicine on March 1, with Dr. T. RITCHIE 
RODGER in the chair, Sir ARTHUR HursT opened a dis- 
cussion on “ Functional Deafness.” 


Sir Arthur Hurst said that to understand the nature of 
functional deafness it was important to consider the physio- 
logy of hearing. In order to hear it was necessary to listen. 
Hearing was not a passive thing but an active process. Every- 
one knew that it was possible to be so uninterested in a dull 
lecture or sermon as not only to fail to follow the sense of the 
speaker but even not to hear the sound of his voice; yet at 
any particular moment the attention could be summoned so 


that the hearing became perfect. Hearing was dependent in ~ 


part upon a motor mechanism. The small intrinsic muscles 
of the ear took part in the process of listening, just as the 
muscles of the eye took part in seeing, but, of course, 
the sensory mechanism was practically the only thing of 
importance. 


He went on to recount his experience of hysterical deafness 
among soldiers in the last war. Complete bilateral deafness 
was found in many cases among those who had been in close 
proximity to a shell explosion. The initial deafness was the 
result of the loud noise and concussion ; it was an organic deaf- 
ness, perhaps with perforation of the drum, haemorrhage into 
the middie ear, and dislocation of the ossicles. When the 
individual had got over the shock of the explosion and 
recovered consciousness, finding himself completely deaf, he 
imagined, naturally enough, that he was going to be perma- 
nently deaf, and, being unable to hear, ceased to listen. When 
in the course of events the organic lesion cleared up he had 
got out of the habit of listening, and thus there was a 
hysterical perpetuation of what had been at the beginning an 
organic process. He recalled a similar case, in which the 
traumatic factor was absent, in a prisoner of war who was 
placed—the only Englishman—among Russian prisoners. None 
of his fellow captives could understand or speak English, and 
so, hearing the noise of conversation around him, he, being 
uninterested, ceased to listen. When at last he got back to 
England he had ceased to listen to such an extent that he 
could not hear and was almost totally deaf. 


It was entirely wrong to suppose that hysterical symptoms 
were encountered only in persons of a certain temperament of 
the so-called hysterical type. At one time neurologists were 
accustomed to speak about hysterical stigmata; now it was 
known that these stigmata were always produced uncon- 
sciously at the suggestion of the observer. The same was 
true of the supposed association of anaesthesia of the external 
ear with hysterical deafness. When hysterical deafness was 
not absolute a tuning-fork could still be heard by bone con- 
duction ; when it was absolute nothing was heard. In absolute 
deafness also, whether organic or hysterical, the auditory 
motor reflex was lost. He related experiments in which the 
loudest noise which could be made close to the patient elicited 
not the slightest jump. It had been said that hysterical 
symptoms disappeared during sleep. This was true in the 
majority of cases, but total hysterical deafness persisted 
during sleep. He took three men who were totally deaf 
from hysteria (the hysterical element was demonstrated by 
the fact that they were all subsequently cured by psycho- 
therapy), and caused the loudest and most alarming noises to 
be made in their tent in the middle of the night, and none of 
them showed the flicker of an eyelid. Any question of 
malingering was further disproved by the fact that a number 
of these patients went to the trouble to learn lip-reading, 
which they acquired with remarkable rapidity, and some of 
them to learn the deaf-and-dumb language. 

Some of the patients showed another symptom, such as 
mutism—these were generally easy to deal with, and the cure 
of the mutism would cure the deafness—but the majority 
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were deaf only. Occasionally in hysterical deafness the timbre 
and intonation of the voice would change, but much less 
frequently than in organic deafness. The vestibular reactions 
to the rotation and caloric tests were always normal in 
hysterical deafness and almost always disturbed in severe 
organic nerve deafness. The treatment of hysterical deafness 
was simply to teach the patient to listen. Suggestion in any 
form should be unnecessary. What was required was a 
re-education of attention or listening power. 

With regard to deafness in civil life, he had seen two or 
three similar cases which had been cured in the same way. 
One of them was in a man who was struck and badly burned 
by lightning and became totally deaf. On seeing him six 
years afterwards he discovered that his vestibular reactions to 
the rotation and caloric tests were normal, and he was treated 
for hysterical deafness and recovered. Sir Arthur Hurst added 
that almost every deaf person could hear better than he 
thought he could, but he got so tired under the strain of 
listening that he heard nothing until some movement in the 
company, such as laughter, caused him to give attention, and 
then he was able to hear. 

Dr. EMANUEL MILLER said that apart from cases of spon- 
taneous hysterical deafness, of which there were an appreciable 
number, particularly in war, there were cases of deafness 
which entered more deeply into psychical structure. Who so 
deaf as those who did not wish to hear? In all cases of the 
functionally deaf there was a denial of the external world. 
The denial was expressed in the sensory channel through 
which the undesirable stimulus was likely to come. He 
suggested that the paranoid type of make-up was especially 
susceptible to hysterical deafness. Apart from hysterical 
primary deafness, all mature forms were far from absolute. 
Tones were selected, or distant sounds or voices. Such people 
might be tolerant of the telephone but not of the direct voice. 
They might be deaf to the tone quality of a foreign 
language. The onset was usually abrupt unless there was an 
associated organic disability of minor intensity. Dr. Miller 
quoted instances of the personality reactions which determined 
functional deafness. One interesting case was in a boy aged 8, 
the son of English parents who lived in France and had a 
French nurse. He became bilingual, speaking English and 
French with equal facility. One day, during his parents’ 
absence in England, his nurse told him that his mother had 
suddenly died. Forthwith he lost his ability to hear or speak 
French, while his English remained unimpaired. The cases 
illustrated the central fact that a sense was inhibited in order 
to ward off an insult or affront to the personality. This might 
take place at the lowest instinctual level or at a level of 
higher order. 

Mr. E. A. Peters referred to the opposite condition of 
hyperacusis, which was sometimes a hysterical manifestation. 
Mr. Maxwe.t EL.is asked whether tinnitus was a feature of 
the disease. Dr. PARKES WEBER made some observations on 
auditory hallucinations, and asked whether the simple expe- 
dient had ever been tried of asking the victim to put a plug of 
cotton-wool in his ear to stop their unpleasant voices. 

Sir ARTHUR Hurst, in reply to these and other questions, 
said that he could not agree that the majority of these patients 
were otherwise abnormal or of the paranoid type. During 
the war it was possible to classify hysterical cases into two 
categories, about equally large—namely, abnormal neurotic 
people who had been nervous subjects in civil life, perhaps 
had a bad family history, and were obviously ‘“ martial 
misfits”; and the other class, those who were absolutely 
normal, who were keen soldiers, and eager to get back to the 
front. The cases of hysterical deafness of which he had 
been speaking occurred mostly among the second class. 
Although acquired deafness associated with mutism or tremor 
was probably always hysterical. hysterical deafness was most 
frequent in otherwise normal individuals with no other 
symptoms and no history of neurosis. The non-neurotic type 
was generally monosymptomatic. So far as the association 
with tinnitus was concerned, he could not recall a single case 
of hysterical deafness associated with tinnitus. It might be 
imagined that if the lesion had produced some irritation of 
the nerve it would produce the organic tinnitus which might 


be perpetuated, but he had never seen it happen. As for 
hyperacusis, this was an example of the opposite condition to 
hysterical deafness, a condition of extreme attention. It 
afflicted some men during the last war who were engaged at 
listening posts, where they had to train themselves to hear 
very slight sounds. A few cases of the emotional type of 
war neurosis developed hyperacusis in an extreme degree. 
He recalled one man who was able to hear a whisper across 
a large room, and whose hearing capacity for slight sounds 
must have been about sixty times the normal. He also 
developed an extreme degree of auditory motor reflex, so that 
the slightest sound, such as the dropping of a match on the 
floor of a corridor, would make him jump violently. Owing 
presumably to an extreme degree of attention, whatever 
happened at the various synapses, the resistance, instead of 
increasing, had diminished. 


SALMONELLA INFECTIONS 


A joint meeting of the Sections of Comparative Medicine 
and of Epidemiology of the Royal Society of Medicine was 
held on February 21, under the chairmanship of Dr. C. H. 
ANDREWES, for a discussion on Salmonella infections. 


Sir WILLIAM SAVAGE, whose paper was read in his absence, 
described four features in the Salmonella group as being of 
special interest: (1) the organisms were all true parasites ; 
(2) nowhere outside the body did they occur as saprophytes ; 
(3) they were not natural inhabitants of any animal intestine ; 
and (4) when found in animals they represented old infections 
and were examples of the carrier state. A very large number 
of different Salmonella types had been isolated—certainly 
over forty—and fresh ones were being found. The types were 
not convertible one into the other; serologically they were 
distinct entities. Their pathological manifestations fell into 
one of three groups: continued fever, gastro-intestinal irritant 
action, and general infection of the septicaemia type. They 
were very widespread as causes of disease in man, mammals, 
and birds. The prevention of these infections depended 
largely upon the ability to associate the type, the host, and 
the pathological activity. A large body of evidence suggested 
that individual types had their select hosts and usually their 
specific pathological activity. Opinion as to the lines of evolu- 
tion of the different types must still be speculative, but there 
was reliable evidence regarding certain types both as to differ- 
entiation of host and of function. It was doubtful whether 
serological factors were a reliable guide. As an illustration 
of the value of differentiation of type Sir William Savage 
described in detail eight groups of cases in which the out- 
break was due to B. enteritidis (Dublin), and suggested that 
this was a type with specialized hosts but not as yet with 
a specialized sort of action. One of the most interesting 
problems raised by the different activities of the Salmonella 
group was why closely allied types behaved so differently in 
animal bodies. The difference in mode of action was prob- 
ably associated with difference in host resistance or degree of 
sensitivity of the animal gut. The prevention of Salmonella 
outbreaks would be greatly helped by accurate studies of the 
distribution in Nature of the various types and of their patho- 
logical activities. 

Mr. R. Lovett dealt with Salmonella infections in domestic 
animals. In addition to sporadic infections there were several 
well-defined conditions, such as bacillary white diarrhoea of 
chickens, infections of bovines with B. enteritidis (Dublin), and 
of mares and ewes with B. abortus equi and B. abortus ovis 
respectively. Some of these infections were of economic im- 
portance only, others were of concern to the health of man. 
Salmonella bacteria were also found in frequent association 
with certain viruses, such as the virus of swine fever. For 
many years, indeed, Salmonella was regarded as the cause 
of the fever. The control of Salmonella diseases of animals 
was mainly by detection, by serological means, of those latently 
infected. The interpretation of the agglutination test might 
be difficult because of the complicated antigenic structure of 
the Salmonella group, and especially because of the high pro- 
portion of healthy animals which contained in their sera 
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normal or natural agglutinins against both H and O antigens. 
Difficulties were also encountered in the examination of 
samples of human sera. Some of the less common varieties 
of Salmonella originally found in man now appeared to grow 
in animals—for example, the Derby type in man was lately 
isolated from pigs. Until quite recently the B. paratyphosus B 
organism was considered to be solely human, but there was 
an interesting record of an outbreak of paratyphoid fever in 
Norway in which this organism was isolated from carriers and 
the source of infection was assumed to be a dog with a 
history of fourteen days’ illness with vomiting and diarrhoea, 
and recovery just before the human cases developed. 


Outbreaks ascribed to Pork 


Dr. W. M. Scotr said that in 1937 there were eleven out- 
breaks of illness ascribed to the consumption of various forms 
of pork. There appeared to have been no likelihood of 
extraneous contamination, and it was thought that primary pig 
infection was possible. A search was made at a large bacon 
factory, and batches of spleen and glands from pigs which 
were thought to have been free from disease were examined. 
Out of fifty batches (equivalent to 500 pigs) twenty yielded 
Salmonellas ; in two cases the spleen was positive, in one 
the spleen and giands, and in the remaining seventeen the 
glands only. If it was assumed that each positive batch owed 
its infection to one pig it meant that out of 500 pigs a 
minimum of 4 per cent. were infected. As the pigs had been 
drawn from a fairly wide area another factory in a different 
part of the country was investigated in the same manner. 
Of the fifty batches only one instance of spleen infection was 
found, but of the glands one batch yielded two types, and at 
least sixteen were Salmonella-infected. All these pigs had 
been passed as fit for human consumption. The fact that 
spleen infection was relatively rare suggested that infection of 
the flesh of the pig was also rare, and this might account 
to some extent for the innocuousness of these products. Only 
products made from offal seemed likely to be infected, and 
even in such preparations it was true to say that a good deal 
of proliferation would be necessary for food poisoning to 
follow. But the presence of such specific pathogens in human 
food must give rise io misgiving and calied for investigation. 
The mesenteric glands being almost solely indicated, it might 
be suggested that the infection in the pig was of recent 
alimentary origin. It was customary for pigs to be fasted for 
forty-eight hours before slaughter, they were usually confined 
in close pens, and it seemed possible that they might ingest 
some material from the floors of infected pens, perhaps the 
faeces of rats, but no evidence of rats was found in the cases 
investigated. 


Mr. R. F. GorDON mentioned Salmonella infections in 
domestic birds, and described certain investigations during 
a recent outbreak on a duck farm, from which it appeared that 
the most effective method of reducing infection was the im- 
provement of the farm hygiene. Dr. J. M. ALSTON said that 
his experience of Salmonella infections had been in sporadic 
cases in which the origin could not be detected nor were other 
members of the family affected ; the disease was usually of a 
comparatively mild type. Dr. CRUICKSHANK asked whether 
the attempted correlation between variants and the produc- 
tion of toxins had been followed up. 


Dr. BRucE WHITE said that the sporadic cases in which the 
Dublin variant or the S. suipestifer type was probably con- 
cerned were of special interest. The latter organism must be 
swallowed a great many times, probably in large quantities, 
without any infection, especially when the large amount of 
cold meat and of semi-cooked offal consumed by the public 
was borne in mind. Possibly there were three epidemio- 
logical types in which S. suipestifer was concerned: one which 
was non-infective for man altogether; a second which gave 
rise to the well-known mildly febrile type of disease, and 
a third which gave a thoroughgoing gastro-enteritic attack. 
Probably the mild febrile attacks and also the more serious 
ones were associated with some traumatic lesion. He col- 
lected a number of cases at one time, and some of them were 
associated with operation wounds or accidental wounds, a 
puncture or other damage, before the fever set in. 


Dr. St. JOHN BRooKs mentioned that a new and revised 
report on the genus Salmonella had been prepared by the 
Salmonella Subcommittee of the Nomenclature Committee of 
the International Association of Microbiologists. This report 
was presented to the Nomenclature Committee at the third 
International Congress for Microbiology, which took place in 
New York in September last. He added that there were 
now thirty-seven Salmonella centres in various countries, and 
although interrupted by the war the machinery was ready 
for an intensive investigation. 

The PRESIDENT remarked that probably each of the thirty- 


seven centres, if it was worth its salt, would produce one new 
Salmonella type! 


THE FUTURE OF SANATORIA 


The first war-time meeting of the Joint Tuberculosis 
Council was held in London on February 17. Dr. S. 
VERE PEARSON, from the chair, welcomed Dr. Rohan 
Williams, appointed to the council to represent the Faculty 
of Radiologists, and Dr. Norman Smith, Ministry of 
Health “observer.” A letter was considered from the 
National Association for the Prevention of Tuberculosis 
Suggesting an inquiry into the position of tuberculosis 
officers who had been called upon to take up special duty 
under the Emergency Medical Service. A committee was 
instructed to obtain further information on this subject 
and report direct to the standing advisory committee to the 
Ministry of Health. 


Dr. D. A. Powell (Welsh National Memorial Association) 
was appointed chairman for 1940; Drs. Ernest Ward and 
James Watt, vice-chairmen; Dr. G. Jessel, hon. treasurer, and 
Dr. J. B. McDougall, hon. secretary. Dr. Vere Pearson was 
thanked for his services in the chair during the last three 
years. 

Dr. F. R. G. HEAF presented a memorandum on the future 
of sanatoria, having in view the new hutment accommodation 
which would be provided as a result of the E.M.S. scheme. 
He said that tuberculosis activities in the future would be 
dominated by a rigid financial economy, an increase in the 
incidence of the disease, a demand for better facilities for 
earlier diagnosis, and the need for more uniform effort to 
provide rehabilitation and after-care. As against these liabili- 
ties there would be a number of upgraded sanatoria with con- 
siderably increased accommodation. The new pavilions were 
likely to last for many years; well over 6,000 beds had been 
added to existing institutions for the treatment of tuberculosis, 
representing an increase of over 20 per cent. on the present 
bed accommodation in England and Wales. The Ministry 
would probably consider favourably any application from local 
authorities to use the pavilions and would arrange satisfactory 
financial terms. They had some disadvantages, being situated 
too close together, with too large wards and a restricted 
outlook. The best use to which the new wards could be put 
would probably be as hostels and workshops for ambulant 
quiescent cases and early suspects. Given a national scheme 
of rehabilitation, these pavilions might form the nuclei of 
rehabilitation centres throughout the country. They would be 
individually separate as regards treatment, but collectively 
organized in all industrial matters. 


Sir WILSON JAMESON pointed out that the ultimate destiny 
of the new accommodation could not be divorced from new 
regional schemes of public health activity, and that due atten- 
tion must be given by the council to efforts which were being 
made in other quarters towards the centralizing of medical 
work on a regional basis. 

Dr. Heaf’s memorandum was accepted and referred to the 
Care and Employment Committee, which is to report later in 
the year. 

The possible co-ordination of tuberculosis schemes of local 
authorities on the lines of the Emergency Medical Service was 
discussed on the motion of Dr. G. Lissant Cox. Many local 
authorities, he said, were not large enough to deal adequately 
with the tuberculosis problems of their areas. A_ regional 
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scheme might make it possible to obtain better co-operation. 
Co-ordination did in fact exist in certain areas—for example, 
the Welsh National Memorial Association. 


Gold Treatment of Tuberculosis 


Dr. R. L. MipGiey presented the report of a committee on 
gold in the treatment of pulmonary tuberculosis. This em- 
bodied the result of a questionary on the subject to 364 
people, only one-third of whom took the trouble to reply. 
The deduction from such replies as were received is that gold 
is losing favour as a therapeutic measure, and the minority 
who use it more often do so for its immediate rather than for 
its remote benefits. The issue is complicated by the diffi- 
culty of dissociating benefits which may be due to gold from 
those which follow routine sanatorium treatment. 


Professor W. H. TyTLer presented a report (which is to be 
printed) on the disinfection of books after use by tuberculous 
patients, and Dr. C. O. HAWrHorNE introduced the question 
of the present position of milk in relation to tuberculosis, 
stressing the need for an intensive education of the medical 
and lay public. He was asked to prepare a memorandum on 
the subject for the next meeting of the council on May 18. 


CHEMOTHERAPY OF PROTOZOAL INFECTIONS 
A Brilliant Research 


At a meeting of the Royal Society of Tropical Medicine 
and Hygiene on February 15, with the: president, Sir 
RICKARD CHRISTOPHERS, F.R.S., in the chair, Professor 
WARRINGTON YORKE read a paper on recent work on the 
chemotherapy of protozoal infections. 


Professor Yorke described how these chemotherapeutic 
researches had arisen as a direct development of previous 
investigations on the metabolism of trypanosomes. The 
earliest observations on the importance of glucose in the 
metabolism of tryanosomes were those of Biot, Biot and 
Richard (1911), who found that the length of time which 
Trypanosoma lewisi survived in citrated blpod at 17° C. was 
prolonged if glucose was added to it. Later, Yorke, Adams, 
and Murgatroyd (1929), when elaborating their method for 
maintaining pathogenic trypanosomes alive in vitro at 37° C., 
found that the presence of glucose was essential and that 
relatively enormous amounts of this monosaccharide were 
consumed in the metabolism. Laboratory animals experi- 
mentally infected with trypanosomes frequently had some 
hypoglycaemia during the course of infection, but this was 
constantly present to a marked degree only in the agonal or 
pre-agonal stage of the disease. The mechanism by which 
the hypoglycaemia came about was still uncertain. Jancsé 
and Jancsé (1935) found that the changes in trypanosomes 
produced by germanin were similar to those resulting in vitro 
from the removal of sugar from the nutrient medium, and 
concluded this drug acted by interfering with their carbo- 
hydrate metabolism. This led them to examine the action 
of the hypoglycaemia-producing guanidine derivatives in ex- 
perimental trypanosomiasis. They observed that a number of 
these derivatives, especially synthalin, exerted a definite thera- 
peutic action on mice infected with 7. brucei, and deduced 
that synthalin acted indirectly, the continuous hypoglycaemia 
resulting in a “sugar blockade” of the parasite metabolism. 
Schern and Artagaveytia-Allende, demonstrating in 1935 and 
1936 that synthalin had a definite therapeutic action on rats 
infected with 7. equinum, believed that, though the lethal 
effect was mainly due to the indirect action of hypoglycaemia, 
the drug exerted some direct toxic action on the parasite. 
Yorke and Lourie then reinvestigated the problem and 
proved that synthalin exercised in vitro a powerful trypano- 
cidal action which was of the same order as that of the 
trivalent arsenicals. They also found that synthalin did not 
bring about any pronounced degree of hypoglycaemia in the 
normal animal unless given in doses which seriously damaged 
the liver, and that insulin itself exerted no trypanocidal activity 
either in vivo or in vitro. They inferred that the therapeutic 
action of synthalin did not depend on hypoglycaemia but on 


its direct lethal effect on the parasite. This discovery opened 
a wide field of biological and chemical inquiry, especially 
as the chemical constitution of synthalin, which consisted of 
two guanidine groups connected by a long alkylene chain, 
was essentially different from that of all known trypanocidal 
substances. With a view to pursuing the investigations further 
the collaboration of Dr. H. King of the National Institute of 
Medical Research was obtained. A large number of guani- 
dines, isothioureas, amidines, and amines, with alkyl and 
alkylene chains, were prepared and examined for trypano- 
cidal activity. It was found that certain of the diamidines 
had a powerful trypanocidal action both in vivo and in vitro, 
and that with the most active member of the series—namely, 
1:11 diamidino-undecane—it was possible to cure permanently 
approximately 100 per cent. of mice and rabbits experi- 
mentally infected with T. rhodesiense. 

The structural feature common to all the compounds 
examined had been a central inert carbon chain with terminal 
polar groups of strongly basic nature. As it seemed possible 
that this carbon chain merely served as a carrier of the active 
groupings and might be replaced by an inert aromatic struc- 
ture of approximately the same molecular weight, a number 
of aromatic amidine and guanidine compounds were pre- 
pared and several of them found to have trypanocidal action. 
Immediately following the publication of the paper on this 
work Dr. A. J. Ewins of Messrs. May and Baker took up the 
investigation of a series of aromatic compounds containing 
the amidine group. A long series of derivatives were pre- 
pared by varying the length of the alkane chain linking the 
amino-phenyl residues, replacement of the methylene groups 
by various divalent groups and atoms, substitution, ete. 
Among the numerous aromatic diamidines synthesized by 
Dr. Ewins and his colleagues the most active were 4: 4 
diamidino-stilbene, 4 : 4’diamidino-diphenoxy-propane, and 
4 : 4’diamidino-diphenoxy-pentane. Diamidino-stilbene cured 
the great majority of mice infected with T. rhodesiense, while 
in a dosage of 0.025 mg. to 0.05 mg. per 20-gramme mouse the 

Maximum tolerated dose 

— — - ) was about 30. 
Minimum curative dose 
With the other two compounds it was about 15. The degree 
of therapeutic activity displayed by these compounds com- 
pared very favourably with the various aromatic arsenicals. 
Experiments on rabbits infected with T. rhodesiense gave 
equally satisfactory results, and such a minute dose ‘as 0.5 mg. 
per kg.—that is, one-fortieth of the maximum tolerated dose 
—repeated on five consecutive days, invariably cured. In 
view of the notable activity of these aromatic diamidines on 
T. rhodesiense their action on the following protozoal and 
spirochaetal infections was also investigated—namely, Try- 
panosoma congolense and T. cruzi, Spirochaeta recurrentis 
and Spirillum minus, Plasmodium relictum of canaries, P. 
knowlesi_ of monkeys, and the malarial infections of man, 
Babesia canis in puppies, and leishmania infections in 
hamsters. A powerful curative effect was demonstrated on 
T. rhodesiense, B. canis, and L. donovani infections, and a 
less powerful one on 7. congolense infections and on certain 
malarial infections of man and monkeys. No benefit was 
obtained on 7. cruzi infections or those due to Spirochaeta 
recurrentis or Spirillum minus. 


Preliminary reports of clinical trials of human trypano- 
somiasis undertaken in several centres in Africa indicated 
a .remarkable and rapid clinical improvement with disap- 
pearance of trypanosomes from the blood and the glands ; 
in advanced cases the findings in the cerebrospinal fluid have 
revealed little if any improvement in the cell and protein 
contents. Lourie found that diamidino-diphenoxy-propane 
and diamidino-diphenoxy-peptane gave better results in human 
cases of sleeping sickness than did the diamidino-stilbene, 
probably because the former compounds were more soluble 
and possibly more diffusible than the latter. In Leishmania 
infantum infections in Palestine and the Sudan very promising 
results had been reported, and though no comparison could 
yet be made with neostibosan the results showed the new com- 
pound to be effective. Up to date these aromatic diamidines 
had been administered to about 400 patients in a dosage of 


therapeutic index 


0.5 to 1 mg. per kg. body weight by the intravenous route,. 
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and 1 to 2 mg. per kg. by the intramuscular route. On many 
occasions this dosage had been repeated daily or on alternate 
days until ten to twelve injections had been given. No serious 
accidents had been reported, but several patients receiving 
1 to 2 mg. per kg. by the intravenous route had shown 
transient symptoms. These varied from flushing of the face 
and indefinite epigastric sensations to headache, rapid pulse, 
sweating, retching, and occasional vomiting. These symptoms 
passed off within half an hour, and probably resulted from 
stimulation of the parasympathetic nervous system. 

When concluding his review of these brilliant researches 
Professor Yorke emphasized that, though preliminary reports 
were not unhopeful, it was too early to express a definite 
opinion whether these aromatic diamidines were of practical 
value in the treatment of man infected with trypanosoma or 
leishmania. 


Discussion 


Dr. A. J. Ewins stated that the discovery by Professor 
Yorke and Dr. H. King of the marked trypanocidal action 
of 1:11 diamidino-undecane formed the starting-point of his 
own investigations, and his subsequent remarks dealt exclu- 
sively with the chemical side of this work summarized 
above. 

Sir Henry DALE pointed out that this work had _ started 
from a fundamental and scientific consideration of the meta- 
bolism of trypanosomes. That was where the first hint 
came from. The hint led to the trial of synthalin, which 
happened to give a therapeutic effect which was wrongly 
interpreted until Professor Yorke’s experiments proved it 
exerted a direct lethal action on trypanosomes. Within a 
short time Dr. King had produced a whole series of synthalin- 
like derivatives, of which the diamidine products in particular 
gave high promise. Then the question of policy arose in 
regard to publication at an early stage of the investigation, 
and after discussion with Sir Edward Mellanby it was decided 
to publish early and throw the door wide open to the 
pharmaceutical industry so that a large number of investigators 
could join in the potential development. It was a matter of 
great satisfaction that in so short a time his former colleague, 
Dr. Ewins, had synthesized a further series of these aromatic 
compounds, and also that from the Medical Research Council’s 
comparatively new chemotherapeutic scheme something of 
really first-class importance was already emerging. 

Dr. H. KinG said that, though he had had the privilege 
of setting the chemical ball rolling in this field, he would like 
te take the opportunity of expressing his admiration for the 
way in which Professor Yorke had developed the subject from 
its inception. The fundamentally important discovery of this 
investigation was made when Professor Yorke found by his 
method of keeping trypanosomes alive in vitro that synthalin 
killed them in enormous dilution. On the chemical side much 
remained to be done. Salvarsan was discovered thirty years 
ago, but the Germans were still working round it, and the 
same applied to this field. The problem became one for a 
team of chemists, and he was glad to see that Dr. Ewins and 
his colleagues had arrived at a point which offered such 
promise. 

Dr. F. HAwkInG asked if these compounds penetrated into 
the cerebrospinal fluid. Diamidino-stilbene gave a_ brilliant 
blue fluorescence in ultra-violet light, and fifteen minutes 
after injecting this compound in mice heavily infected with 
trypanosomes it was possible in blood smears under the 
fluorescent microscope to show the parts of the trypanosomes 
which took up the compound. 

Dr. F. MURGATROYD said since antrypol (Bayer 205) was 
so efficacious in the early stages of sleeping sickness the 
practical value of a new trypanocidal drug would depend on 
its action in the later stages of the disease when the central 
nervous system was involved. He asked whether trypanosomes 
were present in the cerebrospinal fluid in the eight patients 
who were clinically well three months after treatment by 
Lourie. 

In reply PROFESSOR YORKE said that the aromatic diamidines 
acted just as well on arsenic-resistant trypanosomes as on 
normal strains. Dr. Lourie had not repunctured his cases 


yet, so it was not possible to say whether trypanosomes 
persisted or not. He agreed that a temporary increase in cells 
and protein might result from meningeal irritation caused by 
these drugs. 


Correspondence 


X Rays in Diagnosis and Treatment of Gas 
Gangrene 


Sir,—I have read with interest Dr. J. F. Brailsford’s article 
in your issue of February 17 (p. 247) on x rays in the diagnosis 
and treatment of gas gangrene. In it he shows clearly that 
radiographs demonstrate the presence of gas in the tissues of 
an affected limb, and he also makes some reserved comments 
on the value of deep x-ray therapy in the treatment of the 
condition. At the present time the early diagnosis and prompt 
treatment of anaerobic wound infections is of great impor- 
tance, and I would like to make some comments on the 
subject from the point of view of the practising surgeon. 

In civil practice, and up to date in the present war, serious 
gas gangrene is a relatively rare condition. Reading recent 
literature on the subject one gains the impression that in 
assessing results the commoner local or muscle-group 
anaerobic infections are not clearly separated from the gross 
segmental condition or from the fulminating variety. Simple 
surgery gives satisfactory results with the first type, and the 
value of any new method should not be estimated in relation 
to these cases. As to diagnosis, any surgeon who has observed 
the development of the condition a few times will have little 
difficulty in this respect. The lack of normal reaction in the 
visible wound surface, the earthy smell, the absence of 
normal discharge, or the later appearance of a yellow serous 
discharge, are sometimes enough. The presence of a few 
gas bubbles in the wound or, later, the presence of tympanites 
or crepitus in the limb is conclusive. Later a_ general 
swelling of the limb, often both above and below the seat of 
infection, and a dusky mottled or marbled appearance 
proximal to the wound will be observed. These latter signs 
are likely to be noted when the portal of entry has been small 
and has become occluded by swollen muscle. Signs of general 
toxaemia may be slight in the mild cases, but are unequivocal 
in the more severe. Pulse rate and temperature rise quickly : 
vomiting is common. The patient looks anxious, complains 
of pain in the affected part, and is very restless. Mental 
activity remains acute till the end in fatal instances. 

Radiographs will, no doubt, show the presence of gas even 
in small quantities, but they should not be often necessary to 
establish a diagnosis. Their use for all cases under active 
service conditions is not, I think, practicable. I am of the 
Opinion that it is a mistake to believe that the extent of 
the infiltration of the tissues with gas gives a measure of the 
muscle infection. This can only be determined by the direct 
observation of the muscle and tissues at operation. The 
degree of necrosis then found will determine the extent of 
the local operation or indicate the advisability of amputation. 
As regards treatment, it is generally accepted that early wound 
excision is the best prophylactic measure. If there is the 
least doubt about the completeness of this débridement or on 
the possibility of proper closure without undue tension, primary 
suture should not be performed. 

For developed anaerobic infection excision of the necrotic 
muscle or group of muscles with full drainage has proved 
successful in the milder cases. Amputation is reserved for the 
segmental and fulminating types. Anti-gas-gangrene serum 
is used, but is certainly not always effective. It remains to be 
seen how far drugs of the sulphonamide group are able to 
control this infection. They are being given a full trial. 

I cannot think that deep x-ray therapy holds out much hope 
in the fulminating cases—radiation cannot restore the vitality 
of dead muscle: it is clearly unnecessary in the localized 
forms of the infection if the extensive experience of the last 
war be accepted.—I am, etc., 


B.E.F., Feb. 19. C. Max Pace. 
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Penetrating Chest Wounds 


Six,—In Dr. F. G. Thomson's article in your issue of 
January 13 (p. 44) he writes of penetrating wounds of the 
chest: “... at a casualty clearing station, the wound in the 
chest wall being widely resected, a portion of the rib removed, 
the contents of the pleura swabbed out, and the chest wound 
firmly closed.” It was before this closure that I thought the 
iodoform might have been introduced. I did not intend to 
suggest it as a substitute for Dakin’s solution in treating an 
unclosed thorax, though even then it might have been an 
adjuvant. I have never seen a case of poisoning from iodo- 
form, yet I have seen a surgeon introduce a handful of iodo- 
form into the abdominal cavity before closing his medial 
exploratory incision, and without subsequent unpleasant 
results. I think his diagnosis was tuberculous peritonitis. This 
would have been not later than 1889. In 1895-6, when I 
used to remove tuberculous glands from the neck, and assist 
others to do so, we operated under the strict antiseptic pre- 
cautions then practised by Mr. Watson Cheyne, in connexion 
with whom our work was done. When we got out the gland 
entire, the operation wound seemed perfectly healed within a 
week and remained so for three months. Then the scar 
became inflamed and needed further treatment. If unfor- 
tunately the gland was so diseased that it was ruptured in the 
effort to remove it, and so seemed to infect the wound, we left 
iodoform in the wound before suturing the skin. These 
wounds oozed serum and iodoform for three months, then 
healed perfectly and remained healed. This experience has 
caused me to treat iodoform with respect. 

I think | owe Dr. Thomson an apology for so framing my 
letter (January 20, p. 107) as to cause him to think I criticized 
his “daily warm irrigation with Dakin’s solution,” as_ his 
letter (February 24, p. 317) seems to imply.—I am, etc., 

London, N.W.3, Feb. 24. J. BaRCcROFT ANDERSON. 


March Fracture—Pied Forcé 


Sigk,—I was much interested in Major F. A. R. Stammers’s 
account of march fracture—pied forcé-——-in the Journal of 
February 24 (p. 295). 

Although this is a_ well-recognized and_ old-established 
entity, it is very often missed or mistaken, and his insistence 
on the delay in x-ray evidence is most important and should 
be constantly borne in mind. I remember a girl who pre- 
sented definite clinical signs so that in spite of a negative 
radiograph I encased her foot in plaster-of-Paris. At the 
end of a few weeks x-ray films showed a definite line of frac- 
ture and the typical callus. The fracture, being a hair-line 
crack, sometimes does not show in an early x-ray film. and 
becomes apparent only when the zone of decalcification pre- 
liminary to repair betrays it—I am, etc., 

Liverpool, 1, Feb. 26. BRYAN MCFARLAND. — 


Treatment of Gas Injuries to Eye 


Sir,—Dr. W. W. Shrubshall’s letter (Journal, February 10, 
p. 229) should be an item of interest to future historians of 
the “ anthropology ” of medical practice in this present period 
of social transition. It may offer us the consoling reminder 
that knowledge grows when differing opinions are tolerated. 

The results of the 1914-18 war have revealed that eve 
specialists can detect insidious and sinister changes ten to 
twenty years after a comparatively slight exposure of the eyes 
to mustard gas. I will quote two cases by way of example. 

A friend of mine in the regular army received a compara- 
tively small “dose” when he was under twenty years old in 
1917. He saw me about glasses in 1928 and IJ recorded certain 
changes due to war gas in each cornea but mentioned nothing 
about them, as they were causing him no symptoms and 
his vision was normal. In 1938 he was serving in Palestine 
as second in command of his regiment when, as he says, 
he “got a piece of grit in his eye.” A _ purulent keratitis 
quickly ensued and destroyed the sight of the eye. It is a 
justifiable inference that the gas injury was the cause, though 


not the occasion, of this disaster. Degenerative changes are 
now taking place in the cornea of his other eye. A year ago 
the vision was 6/12. It is now 6/36. The prognosis is very 
serious. In 1937 I saw for the first time a medical specialist 
in active practice, aged 53, who for the previous six 
years had been having frequent changes of his glasses 
in London for a condition that had been diagnosed as 
“incipient cataract and warping of the lenses.” He had 
neither cataract nor any other lens trouble. Serious degenera- 
tive changes in his corneas, characteristically due to war 
gas, had already reduced his vision to 6/60 in the right eye 
and 6/24 in the left. His prognosis was serious, but I am 
unable to state the further course of his condition, as he 
sought expert advice and | did not see him again. He 
informed me that in the 1914-18 war he was in a dressing- 
station in a village in France and that one morning he had 
helped to wash out the eyes of a number of men who had 
come back gassed from the front line. The village had not 
been gassed: the only gas that had reached him was that 
from the men’s clothes. He had vomited that same afternoon, 
his eyes had become painful that evening, and he had been 
sent down to the base. 

The strikingly delayed action of this poison on the eyes 
has not, so far as | am aware, received scientific study during 
the past twenty-odd years, in which such abundant clinical 
opportunity has offered itself for the inductive study of this 
unique condition. I am not, of course, overlooking the fact 
that experts have notified in the textbooks that “ ulceration,” 
ete.. of the cornea may occur years after exposure to war 


_ gas. But, so far as | am aware, no study of the clinical 


aspect of this subject has been made in England in what I 
would call—as a student of anthropology who for many 
years has been interested in the psychology of “* science "—the 
spirit of true scientific observation. One importance of 
making this investigation, which will now require many years, 
is that it will lead to intuitive ideas helpful to those interested 
in the subject of prevention and treatment—perhaps in time 
for the next great European war. It is not for me to 
offer such suggestions, but if any group of experts should 
get together to cope with this problem 1 would be only too 
glad to offer one or two intormative crumbs—they do not 
amount to much—which by chance have fallen my way. 

Dr. Shrubshall suggests appealing to the wide and recent 
experiences of ophthalmologists during the Spanish war. 
Doubtless such an appeal would furnish much helpful informa- 
tion: but it would not necessarily furnish all we need 
because the upheaval in a country torn by civil war would 
presumably impair the tranquillity essential for detached 
research even more than does the instability of a peaceful 
country harassed by disruptive competition. 

I would supplement the suggestion of Dr. Shrubshall (that 
we appeal to Spain) with another: that we also appeal for 
assistance to Switzerland, the home, thanks to Dr. Alfred Vogt 
and his school, of the detailed clinical examination of the 
anterior half of the eye—I am, etc., 


London, Feb. 27. Basit GRAVES. 


Anaesthesia in War Time 


Sir,—Dr. D. Landsborough, jun. (February 24, p. 318), 
draws attention to certain passages in an article on anaesthesia 
in war time by Dr. Freda Pratt and me which should have 
been made clearer at the time. The answers to his questions 
are: 

1. The “tin can” method illustrated in Fig. 1 of this 
article was resoried to only because at that time in Spain no 
gases of any sort were available, nor were bellows at hand 
with which to propel atmospheric air over ether to the patient. 
Open ether or ether from an Ombredan’s inhaler provided 
satisfactory anaesthesia, except for operations for wounds of 
the head and neck, of which there were many. For these 
latter an endotracheal tube was passed and attached as illus- 
trated. Surgical anaesthesia deep enough for any operation 
in this region can be maintained indefinitely by this means. 
If desired vaporization of ether can be increased by warming 
the can by holding it in the hands. The method can be 
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demonstrated by placing the free end of a tube inside a wide- 
bore neck of an ether bottle—taking care that the tube does 
not reach below the ether level. . 

2. The dead space is increased by the capacity of the con- 
necting tube—roughly 30 c.cm. The modified dead space 
in the top of the tin is approximately equivalent to the space 
under an ordinary anaesthetic mask. From recent correspon- 
dence I gathered that this close modification of Flagg’s method 
js still being used with success in Spain. 

In the cases I anaesthetized there was no obviously increased 
respiratory exchange, but occasionally there was evidence of 
mild anoxaemia; this might well have been accounted for 
by the profuse bronchial secretion (atropine was not available) 
interfering with the exchange of gases within the lungs. The 
method unfortunately favours both the accumulation of CO, 
and a diminution of the oxygen intake. The mean of a series 
of readings made during anaesthesia to-day showed that at 
the end of expiration the CO, content at the far end of the 
tube was 6.5 per cent. and the oxygen 10 per cent. The method 
is recommended for operations on the head and neck in cases 
where the more usual anaesthetic apparatus is not available-— 
I am, etc., 


Oxford, Feb. 29. R. R. MAcINnTosH. 


Spinal Anaesthetics 


Sir,—In discussing his perfectly legitimate preference for 
a local anaesthetic other than percaine in the treatment of 
gastro-intestinal achalasia by spinal anaesthesia, Dr. E. 
Falkner Hill (Journal, February 17, p. 275) makes the 
following statements: 


1. “ The quality of anaesthesia given by percaine is some- 
times poor.” 

It would be impossible to deny such a loose assertion with 
regard to any local anaesthetic, but the implication that 
percaine is less consistent than other similar drugs in the 
quality of the anaesthesia that it produces is directly opposed 
to the vast majority of published results on its use in spinal 
anaesthesia. 

2. * In my experience heavy solutions are more reliable .. . 

There is here an unavoidable implication that percaine is 
available only as a light (hypobaric) solution. It is difficult 
to believe that Dr. Falkner Hill is unaware of the existence 
of percaine heavy solution (specific gravity 1024 at 15.5° C., 
1023 at 37° C.), since it was introduced in September, 1935, 
largely as a result of a suggestion made by him in the British 
Journal of Anaesthesia (January, 1935, 12, 70), and a subse- 
quent direct request by him to the manufacturers. 


3. * Not so many months ago a case was reported in 
which an excessive dose of light percaine caused the death 
of a patient even though the operation that was to have been 
performed was on the knee.” 

In the newspaper reports of the inquest it was stated that 
20 c.cm. of the percaine hypobaric solution had been injected 
intrathecally for an operation on the knee. Anaesthetists 
with any knowledge of the proper employment of percaine 
will appreciate the utter absurdity of adducing this case in 
support of a suggestion that the use of light solutions is to be 
discouraged. 

4. Dr. Falkner Hill quotes a passage in French from a 
paper by Professor Sebrechts of Bruges in a context which 
can only lead to the conclusion that the “ alcaloide” referred 
to was decicaine. But Dr. Falkner Hill has already repro- 
duced this identical quotation in a criticism (ibid., January, 
1935, 12, 70) of a later paper (ibid., October, 1934, 12, 4) 
by Sebrechts. At this time, however, he wrongly assumed that 
“alcaloide ” referred to novocain. Sebrechts, in a reply (ibid., 
July, 1935, 12, 176) to Dr. Falkner Hill's criticism, pointed 
out that he was using tutocaine and not novocain at the time 
the cited passage was written. He adds that tutocaine “ affects 
the orthosympathetic [sympathetic] nerves but moderately ” ; 
and that “percaine...has a very strong impregnating 
power: it is a real ‘mordant.” It has the same qualities as 
tutocaine as regards its action on the sensitive [sensory] and 
Orthosympathetic [sympathetic] fibres, with the advantage of 


an appreciably longer duration, but the factor which character- 
izes it and gives it an entirely special place in the series of 
anaesthetic agents is the intensity and duration of the blockage 
of the motor fibres.” 

I do not wish to suggest that any of the local anaes- 
thetics mentioned in this letter may have a special advantage 
in the treatment of gastro-intestinal achalasia by spinal anaes- 
thesia, but the confusion of thought involved by a second mis- 
use of a quotation from Sebrechts is so incredible as to 
demand correction, particularly in view of the fact that 
Sebrechts himself insists (ibid., October, 1934, 12, 4) that the 
characteristic features of percaine are its intense action on the 
motor roots and its relatively slight action on the sympathetic 
fibres. These characteristics would appear to fulfil the 
desiderata laid down by Dr. Falkner Hill when he says that 
“in an ideal case, though the nerve fibres to the interossei 
may be paralysed, the blood pressure may still be normal.” 

It is possible that Dr. Falkner Hill disagrees with Sebrechts’s 
views on percaine, but he might perhaps have refrained from 
supporting his own preference by quoting a passage written 
by Sebrechts about another drug which was later abandoned 
by Sebrechts himself in favour of percaine—I am, etc., 


Ciba Laboratories, Horsham, N. Howarp Jones. 
21. 


eb. 2 


Sterilization of Syringes and Needles 


Sir,—I have watched the time-honoured controversy on 
alcohol as a sterilizing agent for the doctor’s armament raise 
itself in your columns at regular intervals. It always flickers 
as a conflict of interest between the “ highbrows,” who become 
controversial between themselves upon some infinitely small 
point, and those conservative souls who fill your pages with 
“For forty-seven years 1 have pressed the plunger with 
success after it has been sterilized with alcohol, and my 
father and grandfather did so before me, so the method is 
certainly good enough for me.” 

The fundamental lesson is always missed, and, inspired by 
the memory of the following gross failure in technique 
witnessed in my student days—a registrar injected serum in 
a gas-gangrene case into the crepitant leg, withdrew the 
syringe, rinsed it in water once, and replaced it in the 
spirit box containing the ward sterile  instruments—1 
invite you, even implore you, to give publicity to these 
simple practical everyday rules: (1) Sterilized medical ap- 
paratus when totally immersed in alcohol will stay “ sterile.” 
(2) Apparatus contaminated with non-pathogenic material 
when simply washed in water and immersed under 
alcohol is “safe.” (3) Apparatus contaminated with patho- 
genic material when simply washed and immersed under 
alcohol is “lethal.” (4) All apparatus for further use which 
has been contaminated with pathogenic material must be 
sterilized by heat or chemical means and then stored under 
alcohol. (5) Separate apparatus for use in clean and dirty 
cases should always be provided.—I am, etc., 


Birmingham, Feb. 22. G. E. Murpuy, M.Sc., M.B. 


Sir,—In their very informative article on inoculation tech- 
nique (Journal, January 20, p. 79) Drs. Bigger, Blacklock, and 
Parish again call attention to the fact that alcohol, even in 
optimum dilution, is not to be relied on for sterilizing hypo- 
dermic syringes, and it is evident that heat still provides the 
most effective method. In a subsequent letter (February 17, 
p. 279) they deny Dr. N. Pines’s assertion (February 3, p. 191) 
that thymol (1 in 1,000) in spirit is adequate for rapid 
sterilization. The point arises: ‘* What is the ideal method of 
sterilizing syringes when it is impracticable to use heat? ” This 
problem must occur thousands of times every day, especially 
in country practices, and it seems urgent that an authoritative 
opinion should be given as to the best substitute for alcohol 
which at present is used almost universally. 

The ideal fluid should be cheap, efficient, non-poisonous, 
odourless, easy to get rid of, non-inflammable, and non-cor- 
rosive, but perhaps it is too much to expect to have all these 
properties combined. Even alcohol is not particularly easy to 
get rid of, and a good deal of the pain of some injections and 
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the subsequent soreness is ‘attributable to insufficient care in 
freeing the syringe of spirit and its impurities. Perhaps some- 
one has already evolved a solution which approaches the 
ideal.—I am, etc., 

Oxford, Feb. 22. 


Prophylactic Use of Sulphonamides 


Sik,—In the report of the Medical Research Council for 
the year 1938-9 it is noted (p. 12) that arrangements have 
been made by the Army Medical Service for the administra- 
tion of the sulphonamide compounds immediately following 
injury to determine whether subsequent infection by the 
common pathogenic organisms may be prevented. 

While the aim is admirable, one must consider the problem 
from the point of view of our present knowledge both of 
the action of these drugs and of the well-known fact that 
with small doses of the drugs organisms may become drug- 
resistant, as noted by Dr. Wilfrid F. Gaisford in the Journal 
of February 24 (p. 320). 

The general consensus of opinion would seem to be that 
these compounds act on the organism and not, so far as has 
yet been proved, on the immunity mechanism of the host ; 
indeed, the action is intensified if this mechanism is stimulated 
separately or antibody supplied by means of antisera and anti- 
toxin, as suggested by Professor Alexander Fleming. 

If one believes that infection of wounds is extraneous, 
then with the administration of small doses of the drug 
before infection one is running the risk of the organism 
being rendered drug-fast as soon as it enters the body; or if 
we consider that the infection is already present in the system 
before injury then again the danger of rendering the organism 
drug-fast still applies. 

This and other problems await elucidation—not, one feels, 
at the expense of large numbers of troops if they can be 
solved without such a dangerous experiment quite uncontrolled 
by laboratory examinations.—I am, etc., 


London, N.6, Feb. 24. W. Lees TEMPLETON. 


CHARLES SUTHERLAND. 


Agranulocytosis after Sulphanilamide Therapy 


Sir,—l should like to add to the discussion in your columns 
on this subject a note of warning as to the use of sulphanil- 
amide and related preparations in association with or follow- 
ing x-ray therapy, especially when large areas have been 
irradiated. It is well known that agranulocytosis can be pro- 
duced by large doses of x rays applied over a wide area, and 
indeed the progressive effect on the circulating leucocytes is 
used to indicate when the limit of safety has been reached in 
the irradiation of large areas. The superimposition of even 
slight additional damage to the haemopoietic system as a 
result of the administration of sulphanilamide may determine 
a fatal agranulocytosis in such cases. 

Sulphanilamide and similar drugs should only be employed 
in association with or following intensive x-ray treatment in 
cases in which a very clear indication exists for their use. 
Dosage should be small (1 usually give one half-gramme 
twice daily), and blood counts should be carried out daily or 
on alternate days, depending upon the x-ray dosage. This 
warning holds good for a period of several weeks following 
the completion of the irradiation —I am, etc., 


London, W.1, Feb. 26. WALTER M. Levitt. 


Value of Research on Twins 


Sir,—Everyone who is interested in the genetic aspects of 
medicine will welcome your excellent leader on the value of 
research on twins in your issue of February 17 (p. 261). In 
recent years the science of human genetics has made very 
rapid strides, chiefly by the compilation of pedigrees. This 
work urgently requires supplementing by twin research. 

Large-scale twin research in England has for the most part 
been confined to a normal material; but some years ago Dr. 
Aubrey Lewis undertook a systematic collection of all the 
twin cases in West Park and Maudsley Hospitals and attending 
the Maudsley out-patient department. The material gathered 


—— 


was obviously so valuable that the Medical Research Council 
financed and commissioned me to undertake a_ systematic 
collection of all twin cases in all those hospitals of the L.C.C, 
Mental Hospitals Service dealing with the psychoses (as 
opposed to mental defect), The very large material so 
gathered still awaits final analysis and publication. One result 
of these investigations was that, first at the Maudsley Hospital 
and later at the other hospitals of the L.C.C. Mental Hospitals 
Service, an arrangement was begun whereby every case 
admitted to in- or out-patient department was ascertained 
either to have been born a twin or not; all twin cases so 
discovered were then thoroughly investigated. 

It would be a most desirable thing if every hospital that 
takes any pride in being interested in research problems could 
institute the same system. A systematically obtained material 
like this, in which every case—irrespective of whether the 
twins are of the same or opposite sex, similar or dissimilar, 
concordant as regards the point under investigation or not— 
receives equally careful investigation, is of the highest scientific 
value, as it can be subjected to a reliable statistical analysis. 
It is furthermore quite inexpensive to obtain; the additional 
work thrown on the clerical staff by the preliminary inquiry 
as to twinship or not is negligible; the extra medical work 
required by the investigation of an extra individual in one in 
every seventy or so cases is not at all large ; and when a patient 
is actually under treatment the other members of the family 
and the twin are as a rule very co-operative and easy to 
handle. If the publication of the single case is a valuable 
addition to medical literature, how much more so would be 
the publication of series such as these! 

The single twin pair, as you, Sir, rightly remark in your 
leader, should not be neglected. | am hoping to see in the 
Journal a page on which such reports regularly appear. 
Clinicians should remember that while the uniovular twin 
pairs rightly excite the most interest, binovular pairs are of 
almost equal importance as control material; furthermore, 
uniovular pairs where the twins are concordant are of no 
more importance and interest than those in which they are 
discordant. I wish to welcome most warmly your suggestion 
that some institute, such as the Galton Laboratory, should 
take over the difficult and rather laborious work of ovularity 
diagnosis. The data necessary for making this diagnosis are 
quite easy to obtain. Of course, the more of it there is the 
better ; but in the average case a history of similar appearance 
in childhood, no startling discrepancy in eye colour, height, 
etc., and a full set of finger and palm prints will provide quite 
sufficient material. The apparatus necessary for taking prints 
costs no more than a florin; and the operation is. perfectly 
simple and easy.—I am. etc.. 

Evior SLATER. 

L.C.C. Sutton Emergency Hospital, Surrey, Feb. 27. 


Anatomy of Pernicious Anaemia 


Sirk,—In your leading article in the Journal of February 10 
(p. 219) you commented on the significance of recent work 
in relation to the anatomy and aetiology of pernicious anaemia. 

Meulengracht and his co-workers had reported that an anti- 
anaemic factor was absent from the fundus of the stomach 
but present in the cardiac end, pylorus, and also the duodenum, 
and he suggested the possibility that the Brunner’s glands might 
be the glands secreting this anti-anaemic factor. We also have 
confirmed in the past the presence of such an anti-anaemic 
principle in these regions and also, in common with several 
other workers, in other parts of the intestinal tract. From all 
these results we placed the anti-anaemic activity in the follow- 
ing descending order of potency: pylorus, ileum, duodenum, 
jejunum, cardia, colon, fundus (see Wilkinson, Klein, and 
Ashford, Quart J. Med., 1938, 7, 555). If these observations 
are correct, then other possibilities arise, since the haemo- 
poietic activity does not run entirely parallel with the frequency 
of the Brunner’s or pyloric glands. : 

Erés and Kunos (Wien. klin. Wschr., 1936, 49, 270) found 
complete atrophy of the argentaffine system in_ pernicious 
anaemia, but their evidence in favour of these cells as the 
source of the anti-anaemic factor was unconvincing. Lately, 
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however, Jacobson (J. Path. Bact., 1939, 49, 1) has made a 
careful examination of the argentaffine-cell system of the gastro- 
intestinal tract. and his work would suggest that these cells 
rather than the Brunner’s glands may be the essential secreting 
cells, absence or deficiency of which might lead to pernicious 
anaemia. To test this interesting theory my colleagues Dr. 
Aylward and Mr. Mainwaring separated, at the suggestion of 
Dr. Jacobson, a large quantity of pig’s duodenum (very 
tediously) into three separate fractions containing essentially 
(A) villi and crypts of Lieberkiihn, (B) Brunner’s glands, and 
(C) the residual muscular layer. Thus, in our first experiment, 
2.607 grammes (about 150 feet of the first four feet of pig’s 
duodenum) yielded 528 grammes of fraction A, 699 grammes 
of fraction B, and 1,380 grammes of fraction C. Repetitions 
of further quantities gave similar results. Dr. Jacobson kindly 
examined histologically and reported that fraction A contained 
99 per cent. villi and Lieberkiihn’s crypts and only 1 per cent. 
of Brunner’s glands, fraction B contained | to 2 per cent. crypts 
but no villi and 66 per cent. of Brunner’s glands, while frac- 
tion C contained 30 per cent. (considerably less in later ones) 
of Brunner’s glands and 70 per cent. muscular tissue but no 
villi or crypts. 

Last year we had partially examined these clinically when 
the outbreak of war unfortunately interfered with our experi- 
ments, and we are only now able to continue them again. Our 
preliminary experiments, however. showed that fraction C, as 
was to be expected, was clinically inactive when tested on 
controlled patients with pernicious anaemia. Fraction A has 
given moderate responses. while fraction B has failed to show 
anti-pernicious anaemia activity; but it is too early to be 
dogmatic until further clinical tests have been completed. 
Thus these preliminary experiments would appear to support 
the suggestions of Dr. Jacobson that at any rate any active 
cells secreting the anti-pernicious anaemia factor are situated 
in the layer containing the villi and crypts of Lieberkiihn 
(? argentaffine cells) rather than the Brunner’s glands. The 
problem, however, is not so simple as this. We have shown 
that direct extraction of the intestinal mucous membrane will 
yield an active thermostable anti-anaemic factor, distinct from 
the thermolabiie haemopoietin: this, of course, is com- 
patible with the theory that the interaction of haemopoietin 
on an extrinsic factor produces a substance akin to or identical 
with the anti-anaemic liver principle which is absorbed via 
the intestinal mucosa and later stored in the liver. This 
thermostable factor in process of being absorbed in the mucosa 
may be wholly or partially responsible for the activity of the 
intestinal preparations. 

Before concluding, may I support the appeal in vour last 
paragraph. This work on pernicious anaemia is extremely 
difficult, and is hampered by the absence of tests, other than 
clinical ones, on patients with pernicious anaemia. It would 
be of immense help, and I would be grateful, if doctors with 
cases of pernicious anaemia or suspected pernicious anaemia 
would send them to centres where there are special clinics, 
such as this one in the Manchester Royal Infirmary, for investi- 
gating this disease. It is particularly important that the patients 
should be sent before anti-anaemic treatment is given.— 
I am, ete., ; 


Manchester, Feb. 27. JOHN F. WILKINSON. 

Sir,—In a leading article entitled “The Anatomy of Per- 
nicious Anaemia ” which appeared in the Journal of February 
10 you refer to the work of Jacobson (J. Path. Bact., 1939, 
49. 1). who has sought to establish a relationship between the 
argentaffine cell and the site of production of the intrinsic 
factor of Castle in the alimentary tract. 

From my own investigations (J. Path. Bact., 1937, 44, 
389) I can confirm his description of the distribution of the 
argentaffine celi in the alimentary tract of man, but my 
findings in cases of pernicious anaemia are in complete dis- 
agreement with Jacobson’s. 

In our paper on the gastric lesion in pernicious anaemia 
(Lancet, 1938, 2, 420), Ungley and I pointed out that one of 
the characteristic features of the histology of the non-inflam- 
matory atrophy involving the fundus of the stomach was the 
replacement of large areas of the gastric mucosa by typical 


intestinal epithelium. This epithelium, as previously pointed 
out by one of us (J. Path. Bact., 1937, 44, 389), contains 
numerous Paneth and argentaffine cells at the bases of the 
crypts of Lieberkiihn—in fact, it is not untrue to say that in 
some of our cases of pernicious anaemia more argentaffine 
cells were seen in the areas of the fundus replaced by intes- 
tinal epithelium than in any other condition. These findings 
are in direct opposition to those of Jacobson, who states 
that he found an almost complete absence of argentaffine 
cells in the alimentary tracts of twelve cases of pernicious 
anaemia and two cases of sprue. 

It was my intention to publish a short paper pointing out 
this discrepancy in results and recording further cases of 
pernicious anaemia which had been examined, but the war 
has temporarily put an end to this work.—I am, etc., 

H. A. MAGNus, 


Feb; 13. Major R.A.M.C. 


Curvlite Retractors 


Sir,—Surgeon Rear-Admiral Cecil P. G. Wakeley has done 
much for British surgery by his writings. He is always 
encouraging and stimulating, and if he is not devising a new 
operation he is giving us something fresh in the way of 
technique. He has done a good service by drawing the atten- 
tion of your readers (Journal, February 24, p. 302) to the use 
of curvlite retractors in abdominal surgery. These instru- 
ments are a great boon, and from my experience of them 
I should like to endorse everything that has been said in their 
favour. They will be found to be the greatest help to 
surgeons having to work under conditions where the lighting 
system is not up to the customary standard. Even under the 
most favourable conditions of external lighting sufficient 
illumination in the depths of the wound is not always obtain- 
able. These instruments solve this difficulty because the 
actual blade of the retractor distributes light in the recesses 
of the wound, and, as Rear-Admiral Wakeley says, they are 
especially useful in operation on the bile ducts, and will be 
found to be a great advantage in operations such as abdomino- 
perineal or perineal excision of the rectum. 

1 believe the retractors are now made in various shapes 
and sizes so that they are applicable to most branches of 
surgery. They look for all the world like glass, but are un- 
breakable and can be used with the diathermy needle or 
cautery without risk. Each instrument is illuminated by a 
12-volt battery; a transformer attached to the mains can 
accommodate two retractors, but a separate battery for each 
retractor is an advantage in the event of failure of the main 
supply, say under Service conditions. These retractors should 
prove of great value in casualty clearing stations or base 
hospitals, especially for abdominal or chest work.—I am, etc., 

London, W.1, Feb. 26 MICHAEL J. SMYTH. 


Night Blindness 


Sik,—In recent journals letters have appeared dealing with 
this subject, and some of the writers seem to be of the opinion 
that this was a rare affliction during the last war. This opinion 
was so contrary to what I remembered that 1 looked up the 
notes | made at the time. The following is an extract: 


“1 would like to mention the great difficulty experienced 
by all ophthalmic surgeons in France in dealing with that 
most perplexing complaint of inability to see at night. Per- 
haps no subject engaged the attention of ophthalmic surgeons 
more frequently, especially during the second winter of war, 
and no complaint had less done for it than this one. It was 
easy enough to eliminate all those who had _ pathological 
changes in the fundus, but these formed quite a small per- 
centage of the total. It was no unusual thing—quite the 
reverse, in fact—to discover that a man who complained of 
night blindness had a ‘normal refraction and fundus, and his 
vision was 6/6. One must admit immediately that a very 
considerable number of these men were malingerers or even 
worse. In a vain effort to try to come to some decision in 
these cases, in conjunction with a colleague I examined the 
haemoglobin content of their blood ; then fed them on fresh 
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vegetables and gave them lime-juice to drink. In one month’s 
time | had their blood re-examined and myself tested their 
eyes, but no appreciable difference in either the blood or 
vision was found. 

“In speaking of this subject before some Australian officers 
one of them told me that in the islands to the north of Aus- 
tralia some of the natives could not see at all at night when 
they were suffering from intestinal worms. Soon after the 
cure of the intestinal condition their night vision returned as 
before. 

“It is interesting in this connexion to relate that in all ms 
three and a half years’ active service | only saw three cases 
of xerosis conjunctivae, and none of these cases complained 
of night blindness.”—I am, etc.. 

W. A. ANDERSON, 
Officer in Charge, Ophthalmic Centre, 


Belfast, Feb. 27. 
2nd Army, B.E.F. (1914-18). 


National Hospital Board 


Sir. The great changes which are certain to result from 
the crisis through which we are now passing will not leave the 
hospitals untouched. it is, therefore. a paramount duty to 
consider how they can be organized to serve the community 
best. There is no doubt that a great weakness lies in their 
lack of co-ordination, though this will be remedied, to some 
extent. by Regional Hospital Committees. 

What is needed. however, is a National Hospital Board 
which would evolve a national scheme. Such a board could 
be constituted on the lines of the Electricity Board, which 
appears to have functioned well and which deals with a prob- 
lem similar in some respects to that of the hospitals. A 
National Hospital Board under the State. but free from the 
day-to-day control of Parliament and the premium = which 
this places on playing for safety. could, with imagination and 
vision, provide a hospital service which would foster the good 
elements in our present system and not interfere with the local 
patriotism and sentiment which have been its great strength. 
The Board, if composed of persons with enthusiasm, experi- 
ence, and organizing ability. should be acceptable to all, 
irrespective of party, and would show that in this country. 
not content with slavishly following others, we are still 
independent enough to make our own contributions to 
progress.—I am, etc., 


Nottingham, Feb. 26. S. ALAN S. MALKIN. 


* Regulationitis ” 


Six,--It would have been more seemly, but probably no more 
efficacious, if, instead of haranguing the general practitioner, 
Dr. A. D. Symons had addressed his complaint VJournal, 
March 2, p. 364) to his colleagues in the Society of Medical 
Officers of Health, who are the arbitrary authors and the 
sole perpetuators of the pitiable nonsense he describes. 

Following my usual practice. last week when called to a 
girl who was quite well with rubella I told her to get up and 
dress, to say nothing about it to me. and to go back to the 
office on Monday. The same evening her irate mother 
arrived in my surgery and stated that two men had already 
been away from the office with it for a fortnight. and that if 
her daughter went back in six days she would be accused of 
“ spreading the disease.” 

Will some M.O.H. kindly say what “* A.” does now? The 
answer. of course—as vou, Sir, will be told in a hundred 
vituperative letters next week—is that once in a century some 
puling child (who is well lost) dies of varicella: while no 
G.P. can differentiate rubella from scarlet fever, even if, as at 
present, there are half-a dozen cases of the former in every 
street. 

If a celebrated M.O.H. with the courage of his convictions 
could stamp out inefficient vaccination in Leicester, could not 
Dr. Symons give a lead to his somnolent and archaic col- 
leagues by announcing publicly in Shrewsbury that “the next 
voluntary classes for the spread of rubella among healthy 
children will be held in May ~?—-I am, ete., 

London, E.4, March 4. FREDERIC SANDERS. 


Work of Medical Boards 


Stk,—Chairmen of medical recruiting boards will, I feel 
sure, be grateful to Dr. D. G. Greenfield for his interesting 
paper (Journal, February 24, p. 311). There is no doubt that 
many of us felt we were in unfamiliar country when we 
started. The explanation is, I think. simple. We were giving 
a very thorough examination to a lot of young men who at 
ordinary times consult us on rare occasions only, and then 
usually for trivial defects. With most of Dr. Greenfield’s 
conclusions | find myself in complete agreement. and especially 
his comment on using the term “ mental deficiency” on 
Grade IV certificates. In my Board we have got over the 
difficulty by using the term cerebrat dysfunction.” Every- 
body then seems to be pleased! 1, too, have found the Ministry 
of Labour delightful people to work with and their clerks a 
fine crowd. The supervision by the Ministry of Health has 
always been helpful. especially when we were trying to get 
at the real meaning of the original instructions about deafness 
and discharge from the ear. I commend the fairness of 
marking statements supplied by doctors on request, * Informa- 
tion asked for.” There are naturally many little points [ 
should like to discuss. 1 would, however, like to say how 
much | admire Dr. Greentie!ld’s “ horse sense ~ in making his 
gradings.—-I am, etc., 


Birmingham, Feb. 28. J. AvrripGe Wivviams, M.D. 


War and the Medical Services 


Sir.--So the British Medical Journal still advocates the 
Victorian idea of free choice of doctor at a time when doctors 
and patients are being separated not only by voluntary move- 
ments arising out of the war but by the orders of various 
Government Departments : when the male population is having 
its free choice removed by conscription, and the Central Emer- 
gency Committee of the B.M.A,. is reported as being in favour 
of at least partial conscription of doctors: when we are all 
faced with war perils in which we will gladly give up any 
free choice of doctor we may have in exchange for a service 
which will deal with casualties efficiently: when already a 
large proportion of the medical profession is organized in 
full-time service in the treatment of patients who turn to 
them gladly without any thought of free choice: when the 
Jounal reports attempts to preserve the voluntary hospitals 
with their staffs of specialists to whom patients can be sent 
by other doctors without any choice: when hundreds of thou- 
sands of children have been removed from their homes and 
must obtain their medical care without even that second- 
hand free choice they get from their parents. 

But these changes due to the war apart, what is the magic 
that is supposed to lie in the undirected and often ill-founded 
tree choice of the sick? So far as I know I have never seen 
a patient who chose me before others of equal standing—but 
I do not think the service I] have given has been any less 
effective for that reason. It is true IT see patients only for 
special examinations : but IT am aware of hundreds of thousands 
of patients who place their lives in the hands of surgeons of 
whose very names they are ignorant. Is it not the proud 
boast of our oldest hospitals that no patient who asks their 
help need know anything about the individual doctors they 
see, but can place their whole trust in the service the hospitals 
provide? Of what value is the unaided faith in a particular 
doctor if he has not all the apparatus and experts of an 
organized service behind him? And what part can “the con- 
fidence of a man in his doctor” play in the prevention of 
disease by adequate sanitary, nutritional, and immunological 
methods? 

It is possible. as the -reviewer of the pamphlet Whither 
Medicine ? indicated, to “draw up. at least on paper, an 
attractive scheme of medical service in which the State is 
paramount, the doctor its employee, and the citizen the recipient 
ef advice and treatment by a doctor selected for him by the 
State.” Why should such an attractive, and for other reasons 
efficient. service be refused because of a conception that is 
long since out of date? Those who prepared the pamphlet 
Whither Medicine ? have always maintained that patients must 
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have the right to reject a doctor to whom they object, which 
is more valuable than the limited amount of free choice avail- 
able to some 80 per cent. of the population to-day. 

In the interests of accuracy perhaps you will allow me to 
point out that Medicine To-day and To-morrow is not the 
organ of the Socialist Medical Association, but an independent 
journal which will gladly give space to the views of all inter- 
ested in the development of medicine. It was in this spirit 
that the article Whither Medicine? was printed. The latter 
was. by the way, an official publication of the Socialist Medical 
Association. The pamphlet War and the Medical Services 
did not claim to reflect the official views of any of the organ- 
izations which assisted in preparing it. Nevertheless, and 
despite the pungency of your criticisms, it should be read by 
all who wish to be in a position to judge the present state 
of medical practice.—I am, etc.. 

Richmond, Feb. 26. 


Sir,—The article “ War and the Medical Services” in the 
Journal of February 24 attacks the pamphlet issued by the 
Labour Research Department recently on this subject as being 
based on individual letters and statements and not on statistics, 
and thus belittling the good work of the Socialist Medical 
Association, Left Book Club Medical Group, and University 
Labour Federation, who compiled it. There can be no reason 
to doubt the honesty and truth of the qualified persons whose 
letters and statements express facts; and surely of facts, 
figures, and statistics, facts are of real basic importance. The 
attack in the Journal would have been more convincing if the 
writer had quoted either facts or statistics repudiating the 
criticisms of the pamphlet, but all I can see are excuses. Why? 

These criticisms are, on the other hand, strengthened by 
the late Mr. Wilfred Trotter, a great surgeon, teacher, and 
philosopher, and without political bias in his paper, “ Panic 
and its Consequences,” written shortly before his death and 
published in the Journal of February 17 (p. 270). In this he 
says: “. .. instances lie about us of which it can be main- 
tained that they embody decisions which no normal mind in 
any circumstances could have assented to. . . . But what are 
we to think of patients with infectious tuberculosis discharged 
to spread the disease ; of medical practice half paralysed and 
medical education wholly disorganized ; of the great hospitals 
three-quarters empty; of elementary education crippled and 
higher education almost at a standstill?” Mr. Trotter recog- 
nized these failures of the Government in these respects and 
attributed them to panic, with the proviso that these failures 
“should be reviewed without mercy or any regard for the 
saving of face.” 

] see that the inefficiency of the organization of the E.M.S. 
will be exposed further by Mr. Somerville Hastings, whose 
experiences are so valuable as being personal ones, in the 
February issue of Broadcast, the organ of the London Univer- 
sity Labour Party. 

And now may I ask, with due respect, if the time has not 
arrived for the B.M.A. to “think again,’ under its constitu- 
tion, from the individual, collective, comprehensive, social, 
and scientific aspects, and put before the public, in the light 
of recent events, an up-to-date scheme for the reorganization 
of the medical services, in collaboration with their socialist 
colleagues, and one which will serve the best interests of the 
doctors and of the people, who are fighting, as they believe, 
to preserve democracy.—l am, etc., 


Woking, Feb. 26. 


D. StTarK Murray. 


F. G. BUSHNELL, M.D. 


Herniotomy in Old Age 


Sirn,—Messrs. J. A. Ross and A, Fraser, in your issue of 
February 17 (p. 256), remark that a brief search into some 
of the literature on hernia failed to reveal any example of an 
operation on any patient as old as 93. It may therefore be of 
interest if I report to you that in 1925 I assisted at an opera- 
tion for a large irreducible inguinal hernia, performed under 
local anaesthesia, at the Royal Northern Hospital, on a man 
aged 96. The patient was under the care of Sir Lancelot 
Barrington-Ward, and in his absence the operation was per- 
formed by Mr. L. W. Innes of Plymouth. Mr. Innes was 
resident medical officer of the Northern Hospital at that time. 


The patient made an uninterrupted recovery, and acquired 

great prestige among the rest of the occupants of his ward. 

He appeared to be in possession of all his faculties.—I am, etc., 
London, W.1, Feb. 27. J. H. DoGGart. 


Sir,—I read the clinical memorandum on herniotomy at 
the age of 93 with much interest, and feel that | must reply 
to the inquiry of Drs. J. A. Ross and A. Fraser. Seven years 
ago I was called in by Dr. Rhodes of Grange-over-Sands to 
see an old lady of 91 who was suffering from a strangulated 
femoral hernia on the left side. She was in great pain. was 
vomiting, and her pulse was very indifferent. The hernia had 
been down for several weeks: all attempts at reduction by 
manipulation were quite unsuccessful. 

Her relations urged me to operate, arguing that if the old 
lady did die under the operation she had had her chance. 
Under infiltration anaesthesia (1 per cent. novocain) I per- 
formed the radical operation, as there was no evidence of any 
gangrene of the bowel contained in the sac. The most 
dramatic part of the operation was the instant cessation of the 
vomiting when the obstruction was relieved and the hernia 
was reduced. The operation was performed on the patient 
in bed by the aid of the light of an electric hand lamp. The 
wound healed by first intention and she made an uninter- 
rupted recovery. She died six months later from a cerebral 
haemorrhage, a few weeks short of 92 years.—I am, etc., 

Ulverston, Feb. 26. RICHARD Fawcitt, M.D., F.F.R. 


Sir,—Messrs. J. A. Ross and A. Fraser may be interested 
in the following case. On August 1, 1938, I operated on a 
man of 92 who had a strangulated right inguinal hernia. 
The operation was performed under a local anaesthetic, and 
as the cord and testicle were closely adherent and slightly 
inflamed I removed them also. He made an_ uneventful 
recovery, and was discharged from hospital on the fifteenth 
day.—I am, etc., 

J. T. Ric—E Epwarps, F.R.C.S.Ed.. 


Honorary Surgeon, Royal Gwent 
Newport, Mon., Feb. 24. Hospital. 


Man-power in Medicine 


Sir,—The Central Medical War Committee has advised the 
Ministries of Health and National Service to make medical 
practitioners under the age of 28 liable for compulsory medical 
service with the Armed Forces. Before that advice is taken 
1 trust that the demand of the R.A.M.C. for men may be 
submitted to an impartial scrutiny, and that those liable to 
be conscripted may be graded so that their services may be 
put to the best use. 

I think I write for most of those who served in France in 
the last war when I affirm that the establishment of the 
R.A.M.C. made ample and even generous provision for all 
possible contingencies. We wish for assurance that this estab- 
lishment has been modified to meet the greatly increased 
demands on the profession in England consequent on the 
possibility of air raids and the creation of the Emergency 
Medical Service. 

It is not difficult to conceive of circumstances in which it 
would be impossible to meet the demands of the R.A.M.C. 
There are not enough doctors to go round, and this is par- 
ticularly true of surgeons. In the Emergency Medical Service 
—and perhaps this holds for other services—such a shortage 
can only be met (1) by mobile surgical teams ; (2) by dilution. 
Where it is uncertain at what point casualties will occur, 
mobile surgical teams are the only economical means of meeting 
demands. Hospitals may have to help other hospitals in the 
same sector or in other sectors, or even over a much wider 
area. Further, these teams represent an essential insurance 
which we are bound to take out. If it proves impossible to 
get casualties out of the danger zone owing to a breakdown 
in transport, or other reason, the central hospitals in London 
may have to be converted into clearing stations capable of 
surgery ; this can only be done rapidly if mobile teams are 
available. 

But I am concerned in this letter with dilution, and with 
dilution in London and the Home Counties, of which alone 
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I] am competent to speak. There the dearth of surgeons can 
only be met by training surgical registrars, and even men 
with less experience, to act as surgeons. I am disturbed lest 
these registrars and men of like seniority and experience 
should not be left to us to train. It appears that a registrar 
who has already the Fellowship or Membership of one of the 
Royal Colleges, and who has spent four or five years in 
resident appointments, may be whisked off to a battalion, since 
the R.A.M.C. only recognizes two classes entering the Service 
—the specialist who is a major, and the rest who are lieu- 
tenants. I venture to say that those who accept age as the 
only guiding factor, who weld bundle all the registrars into 
the trenches because they are under the age limit of 28, will. 
if they have their say, do grave injury to the future of 
medicine in England. Apart from aggravating the scarcity of 
surgeons, it means that for the duration of the war—perhaps 
a matter of years—the training of the leaders of the profession 
in the years to come will be suspended, and that the supply 
of men with special experience will be arrested. I hope that 
whatever committee is entrusted with the application of 
conscription will take longer views, and that there will be 
special tribunals set up to hear appeals.—I am, etc., 
London, W.1, March 6. C. M. WiLson. 


Obituary 


HORACE LAW, M.D., F.R.C.S.1. 


We regret to announce the death at Dalkey, Co. Dublin, 
on February 27 of Dr. Horace Law, who had been surgeon 
to the throat, nose, and ear department of the Adelaide 
Hospital, Dublin, for forty years, and was consulting 
laryngologist to Mercer’s Hospital. 


Samuel Horace Law, son of Thomas Packington Law, 
was born in October, 1873, and after schooldays at 
Summerfield and Monkton Combe studied medicine at 
Trinity College, Dublin, graduating M.B., B.Ch., B.A.O. 
in 1896. He proceeded soon afterwards to the M.D. 
degree, and became F.R.C.S.I. in 1900. During the last 
war he served as major, R.A.M.C., in charge of the surgical 
section of No. 83 General Hospital. He joined the British 
Medical Association in 1897, and was a Fellow of the 
Royal Society of Medicine and of the Royal Academy of 
Medicine in Ireland. He published papers on laryngo- 
logical subjects in the Dublin Journal of Medical Science 
and its successor, the Jrish Journal of Medical Science. 
Horace Law was a keen yachtsman, and raced a 17-footer, 
the Oonah, at Dun Laoghaire for several years, and more 
recently acquired the cruising yacht Curlew, which he also 
entered for a number of races. 


The death occurred suddenly of Dr. Henry HysiLop 
AITCHISON of Wallsend-on-Tyne on January 17, at the age 
of 80. Dr. Aitchison qualified at Edinburgh in the year 1880 
as L.R.C.P., L.R.C.S., and graduated M.B. in 1881. He had 
been in active practice, till the day of his death, in Wallsend 
for fifty-nine years, and his father, the late Dr. James 
Aitchison, practised there before him. He had just been 
appointed deputy chairman of Northumberland Insurance 
Committee in Newcastle. A county magistrate and an ex- 
alderman, he was one of the first magistrates to sit on 
Wallsend Bench, while for more than forty years he was 
vaccination officer for Wallsend, was medical officer for the 
Public Assistance Committee, and consulting surgeon to 
Wallsend and Willington Quay Infectious Diseases Hospital. 
Before the medical officer of health was appointed for 
Wallsend he was in charge of the Wallsend and Willington 
Quay Infectious Diseases Hospital. When the original 
Northumberland County Council was formed in 1889 Dr. 
Aitchison had the distinction of being a member; when he 


retired in 1930 he was the only remaining formation member, 
Dr. Aitchison’s other public duties included membership of 
the Wallsend Licensing Committee, and he was also on the 
County Licensing Committee; he was a member of both 
Wallsend and Northumberland County Probation Committees, 
and was at one time one of the visiting justices for the county 
under the Lunacy Act. He served as vice-chairman of the 
Princess Mary Maternity Hospital in Newcastle, and of the 
Wallsend Infirmary and Maternity Hospital. Dr. Aitchison, 
a Presbyterian, was chairman of the management committee 
of Wallsend Presbyterian Church. Keenly interested in sport, 
he had in his younger days played for Wallsend cricket and 
rugby football teams, being captain of the cricket eleven for 
twenty-three years. He was president of the Wallsend Cricket 
Club and a foundation member of Wallsend Golf Club. He 
was also chairman of the Wallsend branch of the North of 
England Liberal Club. Although in general practice, in his 
younger days he was interested in surgery, and was the first 
person in the North of England to perform successfully 
Porro’s operation. He had been a member of the British 
Medical Association for fifty-one years. 


We regret to announce the death, at the age of 49, of 
Dr. EpmMunpb D. T. Hayes, medical superintendent of the 
Northampton County Mental Hospital, Berry Wood. Dr. 
Hayes was born at Clanwilliam, South Africa, and educated 
at the Diocesan College. Cape Town. He came to Trinity 
College, Dublin, for his medical training, qualifying in 1915, 
and proceeding to the M.D. in 1921. Immediately after quali- 
fication he joined the R.A.M.C., and served with the rank of 
captain until 1919. In the summer of 1917, when the Ist 
Northamptonshire Regiment, to which he was medical officer, 
was overwhelmed by the Germans in the battle of the Dunes, 
he was taken prisoner and was in captivity for seven months 
before being repatriated. After a short period of study in 
Vienna, where he devoted himself to mental diseases. he 
became in 1920 assistant medical officer at the Croydon 
Mental Hospital, Warlingham, Surrey. In 1926 he joined the 
staff of the Northampton County Mental Hospital as senior 
medical officer, and in 1935 was appointed medical superinten- 
dent of that institution, which comprises over 1,000 beds. He 
was physician in mental diseases to the Northampton General 
Hospital, where he founded and supervised the department. 
He took the D.P.M. of the English Conjoint Board in 1931. 
Dr. Hayes was joint author, with Dr. A. Cannon, of Principles 
and Practice of Psychiatry, published in 1932, and two years 
later, with the same collaborator, he edited Principles and 
Practice of Neurology. His death has cut short a most promis- 
ing career, and he is greatly mourned in his own institution 
and district and in the Royal Medico-Psychological Associa- 
tion, of which he was a prominent member. 


An old and greatly respected practitioner in the north of 
Ireland, Dr. PATRICK O’CALLAGHAN, died recently at his home 
at Cardonagh. No medical man was better known than he 
in the Inishowen peninsula, betwixt Lough Foyle and Lough 
Swilly, where he had been for more than forty years in 
practice, and, besides that, was coroner and J.P. He was 
himself a native of Cardonagh, to which his family belonged, 
but he crossed the North Channel for his medical training, 
taking the Scottish triple diploma in 1888, afterwards setting 
out for South Africa, where for a time he was district surgeon 
at Sterkstroom in Cape Colony. as it was then called. But 
the rocky coast of his native Donegal drew him back, and his 
life-work was done among his own people. He was medical 
officer to the Cardonagh dispensary district and the district 
hospital. When, a few years ago, he reached the customary 
age limit for retirement from the coronership of North 
Donegal he wrote to the county council saying that he felt 
himself quite capable of carrying on for several years more, 
and coroner he remained. He was seventy-three years old at 
the time of his death, and only during the last few months did 
his health fail. Dr. O°Callaghan married the sister of a well- 
known Londonderry doctor, Dr. W. J. O'Doherty, and one 
of his sons, Patrick, is a medical man, at present serving in 
the Royal Air Force, and the other, Joseph, is a dental 
surgeon. 
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Medico-Legal 


INSECTICIDE FOR LIQUORICE POWDER 


One of the nurses at the Leicester City General Hospital 
found in the kitchen of her ward an old cocoa-tin, unlabelled, 
containing some powder. She took it to the sister, and with 
another nurse they tasted it and decided that it was liquorice 
powder. At the suggestion of the sister it was labelled 
“Liquorice Powder” and put in the medicine cupboard. 
Some time afterward the nurse who found the tin gave eight 
boys in her ward a dose of the powder, and soon all 
the eight were sick. The resident medical officer came into 
the ward and found that three of them had recently vomited 
and two were actually vomiting. He was told that they had 
been given liquorice powder, but it did not apear to him that 
an\thing serious was wrong with them. He was shown the 
tin. and after smelling and looking at it he concluded it was 
liquorice powder. He was told the tin had not contained 
an\thing else. He contented himself by telling the sister to 
keep an eye on them. Next day one of the boys died, and 
his father claimed damages from the Leicester Corporation, 
the doctor, the sister, and the nurse. 


At the hearing before Mr. Justice Oliver at the beginning 
of February’ the city analyst said that the insect powder con- 
tained borax and pyrethrum and smelt differently from 
liquorice powder. Sir Bernard Spilsbury said that the doctor 
ought to have made close inquiries for a possible common 
cause of the sickness in food, fiuid, or medicines administered 
recently, and should have regarded the powder with grave 
suspicion. Simultaneous sicknéss in a number of persons was 
one of the clearest indications of poisoning. He should have 
distinguished the insecticide from liquorice powder by taste, 
and should have ordered gastric lavage. Borax, he said, is a 
poison except in very small quantities. One of the reasons 
why the boy died was that he retained the whole of the poison 
in his stomach longer than the others. A teaspoonful would 
certainly make a boy seriously ill and endanger his life. 
Stimulants might have been given when the boy’s heart was 
found to have been affected. 


The doctor said in evidence that he considered the nurse 
to blame and that he had never suspected poisoning from first 
to last. He did not agree with Sir Bernard Spilsbury that, 
eight boys being dosed and all being sick, the presumption of 
cause and effect was almost a certainty. He had not, how- 
ever, asked if the boys had been given an emetic. A consult- 
ing physician to the hospital said for the defence that liquorice 
powder was a very distasteful draught to children, and he 
would expect two boys out of eight to vomit after taking it. 
When shown the insecticide and liquorice powder together, 
he himself had chosen the insecticide in mistake for the 
liquorice. If the boys, he said, had been showing no signs of 
distress he would merely have asked the ward sister to watch 
them carefully and report any change. He would have ordered 
nothing more than an emetic, particularly as the tin was 
labelled non-poisonous. Borax was not usually considered a 
poison. Washing-out of the stomach would be dangerous in 
the circumstances but might have saved the boy ; nothing else 
could have done so. 


The learned judge in his judgment said that he had found 
the smell of the insecticide substantially different from that 
of the liquorice powder, though their appearance was closely 
similar. He concluded that Nurse Bradfield and Sister Lewis 
had been negligent. It was utterly wrong—but of course not 
intentionally wrong—to label the tin “Liquorice Powder ” 
without having it checked at the dispensary. Once it was 
labelled and put in the medicine cupboard it was like a 
loaded bomb which some day would go off and injure some- 
one. He could not help feeling that the doctor, finding that 
eight boys had been sick after a common dose, ought to have 
leapt to the conclusion that they had probably been 
poisoned. He preferred Sir Bernard Spilsbury’s evidence to 


‘ Daily Telegraph, Feb. 1, 2, 3; Leicester Mercury, Jan, 31, Feb. 1, 2. 


that of the consultant, who, he said, had gone further in 
defence of the doctor than the defendant himself had done. 
He found that the doctor fell short of the standard of care 
required of him. That did not mean he was not a competent 
doctor, and his lordship hoped the result would not affect his 
position. He awarded £450 damages against the doctor and 
£25 each against the nurses. 


Counsel argued, before the judgment, the constantly recurring 
question whether the corporation could be held liable at law 
for the negligence of its doctors or nurses. The judge held 
that it could not. An institution, he said, is not liable for the 
negligence of either of these classes of workers in their skilled 
capacity. If a nurse does a purely domestic act and_ is 
negligent, the hospital may be liable. A tin of insecticide is 
a perfectly proper thing to be found in the kitchen of a 
hospital ward in July. If the finding of the powder in the tin 
had been the cause of the accident there would have been a 
case against the corporation. The real cause, however, was 
that the nurses thought it was liquorice powder. The labelling 
of the powder as liquorice powder and the mass administra- 
tion of the purgative were not domestic acts, but acts of the 
nurses in their professional capacity. The corporation were 
similarly not liable for the negligence of the doctor. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


The Regius Professor of Physic gives notice that, war con- 
ditions permitting, he is prepared to arrange for a course 
of lectures and instruction in therapeutics, with visits to 
Addenbrooke’s Hospital, to be held concurrently with the 
course for the examination in pharmacology, in the Long 
Vacation. This course is confined to students who have passed 
Part | of the Natural Sciences Tripos or the qualifying exam- 
Inations in anatomy and physiology, and are proceeding shortly 
to clinical work or have already started clinical work in London 
or elsewhere. The names of those students who wish to attend 
the course should be submitted early in the Easter Term. 


UNIVERSITY OF LONDON 
London University Gazette 
It was found necessary on the outbreak of war to suspend 
publication of the London University Gazette for the time 
being. Publication at the normal intervals will not be resumed 
at present, but it is hoped that so long as conditions remain 
substantially unchanged it will be possible to issue three 
numbers a year, probably about January, May, and August. 
The price of single copies will be 6d. (post free 8d.) as at 
present. The annual subscription will be discontinued until 
further notice. 
Evacuation of the University 

As already announced in these columns, the headquarters 
of the administrative staff of the University are now at Roval 
Holloway College, Englefield Green, Surrey ; other departments 
of the University have been transferred to various parts of 
the country, and some have been closed down. The present 
addresses of the departments, colleges, and schools of the 
University and of institutions having recognized teachers are 
given in the London University Gazette of February 21 (p. 5). 


Appointments 

Dr. Mary S. Jevons has been appointed a governor of the 
North London Collegiate School, and Sir Holburt Waring a 
member of the board of management of the London School 
of Hygiene and Tropical Medicine. 

Professor W: E. Le Gros Clark, DiSe:, F-R:C:S.,. F.R:S., has 
been permitted, at his own request, to defer making any final 
decision as to taking up his appointment to the Chair of 
Anatomy at University College (see Journal, May 27, 1939, 
p. 1117) until the end of the war. 


Medical Examinations 


In and after the session 1940-1 and until further notice the 
M.B., B.S. examination will be held in October and March 
(or April) instead of November and May. The examination 
in October. 1940, will begin on Monday, October 14, and the 
latest date for the receipt of entries is August 31. The date 
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of the examination in March or April, 1941, will be announced 
later. Entries must be received by February 25, 

For the duration of the war whatever exemptions may under 
present regulations be granted to advanced students on the 
internal side at the intermediate or first medical examination 
will be granted also to external students, subject to conditions 
of which details may be obtained from the External Registrar. 


Discontinuance of Awards during the War 

No further University scholarships, studentships, or prizes 
will be awarded by the University during the war, but grants 
will be made in aid of research (see p. 20 of the London 
University Gazette of February 21). A list of the scholarships, 
etc., awarded by other bodies and by the schools and institu- 
tions of the University is set out in the Scholarships Pamphlet, 
which may be obtained, post free. on applicaiion to the 
Academic Registrar, 42, Gyles Park, Stanmore, Middlesex. 
Information in regard to these must be obtained from the 
relevant body, school, or institution. The present address of 
the secretary to the London Intercollegiate Scholarships Board 
is Courleigh, The Clears, Reigate, Surrey. 

SOCIETY OF APOTHECARIES OF LONDON 

The following candidates have passed in the subjects indicated : 

SurGery.—H. P. Anderson, G. G. France, D. L. Jones, J. Marks. 

Mepicine.—T. A. H. Adkins, P. S. Clarke, R. G. Feast, 
P. Haden, C. E. S. Myers, M. F. Smith. 

Forensic Mepicine.—T. A. H. Adkins, P. S. Clarke, R. G. 
Feast, P. Haden, C. E. S. Myers, M. F. Smith. 

Mipwirery.—G. G. France, E. A. Griffiths, C. Nunhofer, 
R. West. 

The diploma of the Society has been granted to P. S. Clarke. 
F. A. Griffiths, J. Marks, and C. E. S. Myers. 


Medical Notes in Parliament 


Treatment at Small Military Hospitals 


Sir FRANCIS FREMANTLE asked the Se¢retary of State for 
War if he was aware that 127 small military hospitals and 
reception stations were staffed by voluntary aid detachments 
with no trained nurses; that these places, intended only for 
brief detention, were frequently obliged to accommodate cases 
of pneumonia, cerebrospinal fever, and other serious diseases : 
and whether he would appoint at least one trained nurse to 
each such hospital or station. Mr. STraNtey: Certificated 
nurses are not normally employed in small military hospitals 
and reception stations, which are not intended for the treat- 
ment of serious cases. Such nurses are, however, called in 
when their services are needed. He added that he: would be 
grateful if Sir Francis Fremantle would send him particulars 
of any case of cerebrospinal fever being treated at one of these 
establishments. 

Sir FRANCIS FREMANTLE asked if Mr. Stanley was aware that, 
whereas this was the normal practice as understood, entirely 
different conditions had prevailed since the war broke out, 
and the V.A.D.s were absolutely untrained to look after the 
cases that had had to be accommodated in these 127 hospitals. 
Dr. SUMMERSKILL asked whether, in view of the alarmingly 
high proportion of deaths from sickness in the first casualty 
list, Mr. Stanley would give this his personal attention. 

Mr. STANLEY: I am giving it my personal attention, and I 
hope to make a statement about it on the Army Estimate. 
I cannot agree, however, that there was an alarmingly high 
death rate in the first casualties. As I explained in regard 
to accidents. the death rate per 1,000 was slightly lower than 
before. 

Cerebrospinal Fever in the Army 


Answering Sir Ernest Graham-Little on February 20, Mr. 
OLIvER STANLEY said 371 cases of cerebrospinal meningitis 
had occurred in the Army since the outbreak of war. They 
had been sporadic. All had been isolated and treated in 
fever hospitals by modern methods. Precautions to prevent 
the spread of infection had been taken in respect of immediate 
contacts. Close liaison was maintained with the Ministry of 
Health and the Medical Research Council. 


Psychoneuroses in the Army 


Dr. Howitt on February 27 asked the Secretary of State 
for War how many psychological specialists were called up in 
December, 1939, and how many of them had been engaged in 
doing psychological work since they had been called up. 

Mr. OLiverR STANLEY said that nine officers were commis- 
sioned in the Royal Army Medical Corps during December, 
1939, for employment in psychiatric work. One was employed 
in special work, and the remainder were doing general duty 
until their services were required in a special capacity. 

Dr. Howitt asked if Mr. Stanley would make an inquiry 
into the whole of this matter to see how essential it was that 
more specialists in neurosis should be appointed in all parts 
of the country. In the last war ten out of every 1.000 of the 
troops abroad and three out of every 1,000 in this country 
were victims of neurosis. Was it not important that there 
should be some specialists in this country? Mr. Oliver 
STANLEY replied that a large number of specialists in this 
class of case had been called up, but owing to the fact that 
fighting had not started the cases were not so numerous as 
in the last war nor so numerous as we had expected, and 
many of the specialists had to be employed at the moment in 
general work. 

Mr. Boyce asked Mr. Stanley to see to it that many of these 
specialists were not lost in doing general service, as were 
many distinguished specialists in the last war. Mr. STANLEY 
said that they were being called up for this special purpose, 
but, fortunately, owing to there not being any fighting on 
the Western front, cases of neurosis were few. He thought 
that the services of the specialists were used for general pur- 
poses for that reason. 

Dr. Howitt also asked why cases of psychoneurosis had 
been evacuated to England and been sent to general hospitals, 
and if it was Mr. Stanley's intention to follow the recommen- 
dations of the 1922 report for the treatment and prevention 
of such cases. Mr. STANLEY said that it was inevitable that a 
number of cases of psychoneurosis must be evacuated to Eng- 
land, and the necessity for this was recognized in the report 
referred to. The recommendations of the report for the treat- 
ment and prevention of such cases were being followed in the 
present organization, which provided for psychiatric centres, 
and for convalescent depots over-seas. At these centres 
patients were under the care of experts in nervous disorders. 


Medical Care of Soldiers on Leave 


On February 27 Mr. Ottver STANLEY told Mr. Groves that 
medical officers visited outlying detachments for the purpose 
of attending men reporting sick or of supervising other matters 
relating to the health of the troops, and in certain cases they 
were provided with a motor car and driver. In an urgent 
case a civilian medical practitioner might be called in. Medi- 
cines ordered by the medical officer were provided from 
Army sources. On February 27 Mr. Groves asked _ the 
Secretary of State for War whether soldiers who chanced to 
be injured or attacked by sudden illness while on leave were 
required to get into touch with any military hospital within 
two miles of their place of residence, and might not obtain 
the services of a neighbouring civilian practitioner except at 
their own expense: and whether he would consider the diffi- 
culty of discovering and making contact with the smaller 
military hospitals in cases of acute illness with a view to 
remedy the hardship inflicted on soldiers by this condition.. 
Mr. STANLEY said that the general rule was as stated, but 
where it was clear that it was impracticable for the soldier 
to avail himself of official medical facilities the cost of the 
services of a civilian medical practitioner would be met 
from Army funds. 

Medical Boards 


Mr. Ernest Brown, replying to Mr. Groves on February 
27, said that the number of medical boards set up under the 
Military Training Act and the National Service (Armed 
Forces) Act was 163. The total number of medical practi- 
tioners at present serving, either as chairmen or as members 
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of the panels of medical boards, was 2,790. The total amount 
of fees paid to such medical practitioners up to January 31, 
1940. was about £260.600. Voluntary recruits were also 
examined by these boards, and the fees paid in respect of such 
recruits were included in this total. 


Civilian Doctors employed by the Army 


On February 27 Mr. Groves asked the Secretary of State 
for War whether he was aware of the dissatisfaction which 
existed among civilian medical practitioners engaged by his 
Department. Mr. OLiveR STANLEY said that there was some 
misunderstanding of the conditions, which had now. he hoped, 
been removed. The distinction drawn between full-time and 
whole-time duties was that in the former case the civilian 
medical practitioner was responsible for the full’duties which 
would be carried out, for example, in a military hospital by an 
R.A.M.C. officer if one was available. and was _ therefore 
left with no time available for private practice. In the latter 
case. although the practitioner was liable to be called out at 
any time, and his actual duties occupied. on the average, 
several hours a day, they did not take up all his time, and he 
had. in fact, opportunities for private practice. There were 
fixed rates for full-time and whole-time duties as follows: 
fuli-trme, 30s. 6d. a day (33s. 6d. a day where there was no 
service medical officer at the station), and whole-time, 25s. a 
cay. 


Medical Boards and Neuroses 


Mr. ERNEST BROWN told Admiral Beamish on February 29 
that Instructions issued to medical boards with regard to the 
estimation of a man’s nervous stability provided for inquiry 
to be made into the man’s persenal and family history of 
nervous or mental illness. He had no information to suggest 
that these instructions were not being carried out. Lord 
Horder had visited a number of the medical boards to satisfy 
himself that the examination was of such a nature as to pre- 
‘ent potential shell-shock cases from being passed fit for 
service. Lord Horder expressed himself entirely satisfied. 


Admiral BrEaMIsH further asked Sir Walter Womersiey what 
steps had been taken to give the widest publicity to the report 
of the conference under Lord Horder. 

Sir WALTER replied that it had been arranged to place on 
sale at the price of 2d. the pamphlet on Neuroses in Wartinie 
which was the main product of the conference. The substance 
of this pamphlet was printed in the British Medical Journal 
of December 16 last. -Copies had been furnished to the three 
Services for issue to all their medical officers and to all 
Government Departments concerned. 

On February 27 Dr. SUMMERSKILL asked the Minister of 
Labour if every medical board concerned with examining 
recruits included a doctor with special experience of psycho- 
logical medicine. Mr. ERNEST BROWN replied in the negative. 
He added that it would be impracticable to include a doctor 
with such experience on every medical board. The instruc- 
tions issued to medical boards with regard to the estimation 
of a man’s nervous stability provided that in cases of doubt a 
specialist's opinion should be obtained. 


Tuberculosis and Malnutrition in Durham County 


Replying to Mr. David Adamson on February 29, Dr. 
E:tiot said that at the end of last year there were in the 
geographical county of Durham 948 beds provided by councils 
for the treatment of tuberculosis. Patients being maintained 
by those authorities in tuberculosis institutions numbered 793. 
There was a waiting list of twelve persons. For England and 
Wales as a whole the corresponding figures were 26,433, 20,952, 
and 1,072 respectively. A new sanatorium being constructed 
by the Poole Joint Sanatorium Board at Middlesbrough would 
add 315 beds to the accommodation available for the area. 
Continuation of this building scheme was approved by the 
Ministry of Health in September, and the sanatorium was 
expected to be completed within twelve months. 

Replying on February 29 to Mr. Shinwell, Mr. KENNETH 
Linpsay said a considerable proportion of the children attend- 
ing public elementary schools in the county of Durham 


showed some signs of malnutrition. Although free milk had 
been provided on a liberal scale by the local education 
authority this was not in all cases sufficient to restore the 
nutrition of the children to normal. The Board of Education 
welcomed the decision of the Durham county authority to 
provide free dinners for more serious cases of malnutrition. 
In addition to the feeding centre at Bishop Auckland, four 
other centres had been opened. Additional centres would be 
provided at an early date. 


Incidence of Influenza and Bronchitis 


In reply to Sir Robert Young, who drew attention on 
February 29 to the large increase in the number of persons 
incapacitated by influenza and bronchitis, Dr. ELLIoT said the 
figures relating to the increase of influenza and bronchitis 
were comparable to those of other recent years in which 
influenza was prevalent, notably 1933 and 1937. Insured 
persons were entitled to receive medical attention from their 
panel doctors in accordance with the Medical Benefit Regula- 
tions. The pressure on medical practitioners was heavy, but 
insured persons were receiving due attention. He had recently 
issued to local authorities a revised memorandum on influenza, 
which contained advice on measures of personal protection. 


Replying to Sir Francis Fremantle, Dr. Ettior said that, 
broadly speaking, disinfectants were of little use and fresh air 
was everything. Sir Robert Young suggested that black-out 
conditions during the daytime in factories and workshops were 
a contributory cause of these epidemics. Dr. Elliot pointed 
out that the figures were similar in 1933 and 1937, when there 
was no black-out. 


Insurance Capitation Fee 


Mr. Groves asked the Minister of Health on March 4 
whether, having regard to the increased cost of living, includ- 
ing the additional expenses in relation to motor cars and 
the danger to which medical practitioners were necessarily 
exposed in the course of their professional work during the 
black-out, consideration was being given to increasing the 
capitation fee or to granting a war bonus on a capitation 
basis to insurance practitioners. Dr. Ettior said that he was 
not proposing at present to make any alteration in the rate 
of capitation fee payable to insurance practitioners. 


Osteopathic Treatment and the War.—On February 27 Mr. Ruys 
Davies asked the Secretary of State for War whether the General 
Council and Register of Osteopaths had offered their services to his 
Department, and whether men serving with the Army would be entitled 
to the advantages of osteopathic treatment during the emergency. 
Mr. OLIver STANLEY replied that an offer of services was received 
last November from the General Council and Register of Osteo- 
paths, and they were informed that the offer was appreciated, and 
that if those osteopaths who hold a legal qualification to practise 
medicine in this country would register for military service with 
the Central Emergency Committee of the British Medical Associa- 
tion they would be considered for commissions in the R.A.M.C., 
Po they would have opportunities of exercising their special 
skill. 


— 


The Services 


HONORARY PHYSICIAN TO THE KING 


Colonel A. C. Munro, I.M.S., has been appointed Honorary 
Physician to the King, vice Colonel D. C. V. FitzGerald, M.C., 
I.M.S., who has retired. 


DEATHS IN THE SERVICES 


Surgeon Rear-Admiral MontaGue Louis BOUuCHIER ROopp, 
O.B.E., R.N. (ret.), died at Folkestone on February 29, aged 73. 
He was educated at the Middlesex Hospital and took the 
M.R.C.S., L.R.C.P. in 1891. Entering the Royal Navy soon 
afterwards, he became surgeon captain on July 2, 1920, and 
retired with an honorary step in rank on February 1, 1923. 
He served in the war of 1914-18, receiving the medals, and 
was afterwards created an O.B.E. He had been a member of 
the British Medical Association for sixteen years. 
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Medical News 


A course of lectures and demonstrations on the treatment 
of fractures with special reference to war conditions will 
be given in the department of surgery of the British Post- 
graduate Medical School by Mr. R. Watson Jones of Liver- 
pool from April | to 5 inclusive. Particulars are given in 
our advertisement columns. The course is limited to a maxi- 
mum of forty students, and applications should be sent to the 
Dean of the School, Ducane Road. W.12, by March 26. 
It will only be held if a minimum of fifteen students apply. 
The fee is five guineas. but officers of the armed Forces will 
= admitted free, provided they have obtained the necessary 
eave. 


A meeting of the Pharmaceutical Society of Great Britain 
will be held at 17, Bloomsbury Square, W.C., on Tuesday, 
March 12, at 7.30 p.m., when a lecture entitled ** Some Aspects 
of Drug Addiction” will be given by Dr. W. P. Kennedy. 


A meeting of the Medico-Legal Society will be held at 
26, Portland Place. W., on Thursday. March 14, at 5 p.m.. 
when a paper will be read by Judge W. G. Earengey, K.C., on 
“Voluntary Euthanasia.” 


The annual meeting of the Society for the Study of Inebriety 
will be held at the Medical Society of London, 11, Chandos 
Street, W., on Tuesday, April 9, at 4 p.m., when Dr. W. 
Norwood East will open a discussion on * The Aims and Work 
‘of the Society for the Study of Inebriety.” 


The following meetings have been arranged by the British 
Institute of Radiology: At Royal Society of Medicine (1. 
Wimpole Street, W.), Friday, March 15, 2 p.m.: “The Value 
of Radiography in the Acute Abdomen.” Speakers, Dr. E. 
Rohan Williams, Dr. S. Cochrane Shanks, Dr. G. B. Bush, 
Dr. J. Wilkie. To be followed by an informal clinical meet- 
ing, to which members are invited to bring material. 5 p.m.: 
Professor J. Forestier, * Arthritides.” At British Institute of 
Radiology (32, Welbeck Street. W.1). Saturday, March 16, 
10.30 a.m.: “The Practice of Radiotherapy in War Time.” 
Speakers, Mr. B. Windeyer, Dr. F. Ellis, Miss C. Wood, Dr. 
N. S. Finzi, Dr. D. W. Smithers. The meetings are open to 
medical members of the British Institute of Radiology. members 
of the Section of Radiology of the Royal Society of Medicine, 
and members of the Faculty of Radiologists. 


The research clinic for deaf-mute children at the Infants 
Hospital (Vincent Square, Westminster, S.W.) is reopening, 
and will be ready to receive out-patients for speech training 
on Thursdays, at 10 a.m.. beginning on March 14. The age 
limit is 12 years. 

The annual congress of the Ophthalmological Society of 
the United Kingdom will be held at the Royal Society of 
Medicine, 1, Wimpole Street, W., on April 25 and 26. The sub- 
ject for discussion is “The Choice of Operation for Glau- 
coma,” to be opened by Professor A. J. Ballantyne. There 
will be no official dinner, but it is hoped that members will 
dine together informally at the Langham Hotel on both days 
of the congress, and that they will bring their ladies with 
them. Evening dress will not be worn, and a simple dinner 
will be available at the cost of 4s. 6d. per head. 


The fifth general assembly of the Union Thérapeutique will 
be held in Paris under the presidency of Professor Loeper on 
March 18. 


The twenty-second Congress of the Italian Society of Der- 
matology and Syphiligraphy, which was to have been held last 
October, has been postponed to the end of March. 


The fifty-ihird Congress of the French Society of Ophthalmo- 
logy will be held in Paris on May 24 and 25, when Professor 
Danis of Brussels will read a paper on the normal appearance 
and congenital abnormalities of the fundus oculi. 


The eighth American Scientific Congress will be held at 
Washington, D.C., from May 10 to 18 under the auspices of 
the United States Government. 


The Committee of the Physiological Society has decided 
that the seventeenth International Congress of Physiology, 
which was to have been held in August, 1941, under the 


presidency of Sir Charles Sherrington, must be postponed.. 


Further arrangements will be made in consultation with the 
Permanent International Committee. 


The Annual Congress known as the Journées Médicales de 
Bruxelles will not be held this year owing to the war. 


Earlier appeals which the Ministry of Health has made to 
hospitals, private individuals, and industrial concerns to refrain, 
in the national interest, from hoarding oxygen and _ nitrous 
oxide cylinders met with an excellent response. As, however, 
increased demands for these cylinders are again taxing the 
available resources, the Ministry has issued a further reminder 
that the quantities held should not be in excess of actual 
requirements, and that empty cylinders should be returned to 
the suppliers without delay. Only if this is done can the limited 
supplies available be used to the fullest advantage. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


The table shows that the incidence of pneumonia (influenzal 
and primary), measles, and cerebrospinal fever continues to 
rise, but at different rates. The increase in pneumonia is 
only slight, indicating that the epidemic has probably by now 
reached its peak, although the number of deaths attributed to 
influenza continues to go up. 

The expectation of a measles epidemic on a large scale has 
not been fulfilled. There has been a low incidence in the 
large towns, and with a few exceptions the disease has been 
one largely of rural and urban areas. Northern Ireland has 
not been so fortunate: in Belfast alone there were 480 cases 
during the week and 10 deaths, compared with 7 deaths for 
the whole of England and Wales. There were no cases of 
measles in fourteen administrative areas in which the disease 
is notifiable. 

Cerebrospinal Fever 


This is the subject of a leading article in this week’s issue, 
There has been an increase of notifications. Clinically the 
outbreak is a severe one. Attacks characterized by sudden 
coma, or extensive petechial and purpuric eruptions, are not 
infrequent both in civilians and non-civilians : this is the usual 
experience when the disease attains epidemic proportions. 
Fortunately chemotherapy has vastly improved the prognosis. 
It is too early to evaluate the results of serum and sulphon- 
amide compounds, alone or in combination, but the trend has 
been to dispense entirely with serum, at least by the intra- 
thecal route. The epidemic has now extended to forty-eight 
of the sixty-one administrative areas in England and Wales— 
two more than last week. Essex, Kent, Lancaster, South- 
ampton,. Warwick, Worcester, Glamorgan, and Monmouth 
have been involved most heavily. On account of the public 
health importance of this disease details are given below of 
its distribution in the various counties. 

More than 3 cases have been recorded during the week in 
the following: Berks 7, Chester 6, Cornwall 9, Cumberland 5, 
Derby 6. Devon 7, Dorset 6, Durham 4, Essex 17, Gloucester 
8, Hereford 5, Hertford 4, Kent 16, Lancaster 39, Leicester 5, 
Lincoln (parts of Lindsey) 4, London 20 (distributed in fifteen 
boroughs), Middlesex 9, Norfolk 7, Nottingham 5, Oxford 6, 
Salop 6, Somerset 11, Southampton 23, Stafford 6, 
Suffolk East 5, Surrey 22, Sussex East 4, Warwick 12, Wilts 8, 
Worcester 13, Yorks (East Riding) 4, Yorks (North Riding) 6, 
Yorks (West Riding) 5, Denbigh 7, Flint 5, Glamorgan 35, 
Monmouth 12. 

The disease is also spreading in Scotland: thirty-three of the 
fifty-five counties and burghs were affected, compared with 
twenty-one in the previous week. Three cases or more were 
reported in the counties of Ayr 3, Moray and Nairn 5, 
Orkney 4, Selkirk 5, and the burghs of Aberdeen 4, Dumfries 
and Maxwelltown 6, Glasgow 18, and Edinburgh 14. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended February 10, 1949. 


Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for: (a) England and Wales 
(London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for: (a) The 126 great towns in England 
and Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 principal 
towns in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 


: 1940 1939 (Corresponding Week) 
Disease 
(a) (b) (c) (d) (e) (a) (b) (c) (d) (e) 
Cerebrospinal fever its a - oy. 402 20 96 5 5 30 4 14 5 2 
Deaths .. 6 6 2 4 
Diphtheria .. 612 25 171 43 26 | 1,280 127 206 46 16 
Encephalitis lethargica, acute .. 6 3 1 
Enteric (typhoid and paratyphoid) fever ie 11 2 4 5 ] 28 10 2 — 
*Erysipelas .. 52 5 86 5 8 
Infective enteritis or diarrhoea under 2 years .. 
Deaths 3 ae 4 te 38 3 8 4 3 50 16 8 6 5 
Ophthalmia neonatorum. . 68 4 32 2 92 11 22 
Pneumonia, influenzalt .. He Ns .. | 2,200 130 159 14 22 | 1,817 172 60 5 11 
Deaths (from influenza) oe os ar 514 53 123 6 24 265 41 48 2 1 
Pneumonia, primary 706 20 292 6 
Deaths 134 26 32 30 27 17 
Polio-encephalitis, acute... 4 4 — 
Puerperal fever .. sis 1 9 9 16 4 | 
Puerperal pyrexia .. 7 22 4 172 18 27 
Deaths 
Scarlet fever | 1,076 48 137 44 74 1,677 163 337 45 75 
Whooping-cough*. . 559 24 10 12 250 536 44 
Deaths .. 10 5 1 17 3 15 1 
Deaths (0-1 year).. Ag 539 49 114 35 30 486 116 50 30 
Infant mortality rate (per 1,000 live births). . 74 62 
Deaths (excluding stillbirths) oe .. | 9,212 | 1,455 | 1,429 294 279 f 6,731 1,320 881 282 180 
Annual death rate (per 1,000 persons living) 27.4 19.6 24.5 16.5 16.8 17.8 19.0 16.0 
Live births. . se hs on is .. | 6,536 967 926 341 229 | 6,559 | 1,072 870 334 228 
Annual rate per 1,000 persons living. . ‘a 18.7 22.8 20.1 16.1 13.7 17.6 22.5 20.2 
Stillbirths .. 35 51 274 34] 41 = 
_ Rate per 1,000 total births (including stillborn) 52 40 31 45 
* Made notifiable generally on November 1, 1939. 3 Since January 1, 1940, figures for London (b) have been for deaths 
+ Includes primary form in figures for England and Wales, London (adminis- from all forms of pneumonia; the corresponding figures for 1939 
trative county), and Northern Ireland. relate to deaths from lobar pneumonia only. 


iIncludes figures for puerperal fever. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British MevicaL JourNnac, B.M.A. 
House, Tavisieck Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS torwarded for publication 
are understood-to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 

.M.A. House. 

The TeLepHONE NumBer of the British Medical “Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Fireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 
Alcohol Injections for Alcoholics 


Dr. W. N. RisHwortH (West Hartlepool) writes: In the magazine 
Digest, December, 1939, a condensed article appeared: * Alcohol 
for Alcoholics.” Dr. Bruel of the Hospital of Saint-Germain- 
en-Laye appears to have treated alcoholics by intravenous injec- 
tions of alcohol. I would be grateful if any reader has had 
any experience of this treatment and results. If so, details of 
treatment. 

Bohler’s Lower Leg Splint in Wood 

Dr. B. A. StocomsBe (Keighley, Yorks) writes: The account of 
the above splint in the Journal of March 2 (p. 350) is very 
interesting in that it seems to fill a long-felt want for a cheap 
and simple splint for the treatment of the fractures of the lower 
leg which are so common now in our hospitals, due to black-out 
accidents. Perhaps Mr. Eric +L. Farquharson would be good 
enough to inform readers where these splints may be procured, 
or failing that to supply the principal measurements so that they 
may be manufactured by a local joiner. 


Income Tax 


Free Board and Lodgings 
* A. P.” held an assistantship for which he received a salary and 
a sum towards motor expenses. In addition lodgings were 
arranged for him by his principal, the latter paying the agreed 
cost of the board and lodging direct to the landlady. Are such 
payments to be regarded as assessable emoluments? 


** We understand that there is no contract as between the 
landlady and * A. P.” (the contract is between her and the 
principal), and consequently * A. P.” is not legally liable for the 
weekly payments. On that basis the facts are not within the class 
dealt with in the case of Hartland +. Diggines quoted by the 
inspector, and * A. P.” is receiving a benefit which on the 
authority of Tennant v. Smith is not chargeable on him. We 
advise our correspondent to lodge a notice of appeal, preferably 
to the Special Commissioners, and to argue the case before them 
if it should be necessary. It might be worth while putting the 
facts to the Board of Inland Revenue first to ascertain whether 
the inspector's contention is officially supported. 


Purchase of a Practice: Instalments 


*“ 7T. R.” asks us to explain the facts and decision in the case of 
Commissioners of Inland Revenue 1. Ramsay. 


** Where the total payment to be made for a practice is 
spread over a number of years it is a matter of importance to 
the two parties to the transaction whether the periodic payments 
made will be regarded as capital or income payments. If the 
total amount is fixed in the agreement for sale the payments 
will normally be capital, and vice versa. The facts in C.LR. 


vy. Ramsay lay across this line of division. R. agreed to buy 
a dental practice for a primary price of £15,000, this amount 
to be subject to increase or decrease as provided in the agree- 
ment. £5,000 was to be paid cash down, and 25 per cent. of 
the net profits for the following ten years: if the aggregate 
payments were less or more than £15,000 that amount was to 
be regarded as decreased or increased accordingly. The pay- 
ments were described in the agreement as capital payments: no 
interest was payable on the outstanding balances. These facts 
show that the transaction was a combination of sale for a 
fixed sum (capital) and sale for a series of annual payments 
(income). R. claimed that the yearly sums were deductible by 
him for surtax purposes—that is, that they were income in 
the vendor's hands. That view was accepted by the King’s 
Bench, but the decision was reversed by the Court of Appeal, 
where it was held that the price of £15,000 permeated the whole 
contract and the annual payments were in the nature of capital. 
It follows that if it is desired to make the payments for purchase 
of a practice income payments—that is, deductible by the 
purchaser and liable to tax as income of the vendor—it is very 
desirable to avoid any mention of even an approximate or 
anticipated aggregate sum. 


LETTERS, NOTES, ETC. 


Vitaminized Margarine 


The Secretary of the Margarine Manufacturers’ Association writes: 
I was very much interested in Dr. Wyndham E. B. Lloyd's 
letter on the cost of vitamins (February 24, p. 320), but may 
I point out that he is wrong when he infers that it was the 
inclusion of vitamins in all margarine that caused the price to 
be raised by a penny per pound. Actually, for some years 
75 per cent. of margarine manufactured has included vitamins 
A and D, and the increase of a penny per pound was due to an 
increase in the cost of raw materials generally. This increase 
has only applied to the higher margarine qualities, and the price 
of the Sd. grade has remained unaltered as a_ result of a 
special arrangement with the Ministry of Food in regard to the 
cost of the raw materials used in the manufacture of this 
quality. Dr. Lloyd's table, showing the comparative vitamin 
content of various articles of food, is also interesting, and may 
be stated as regards vitamin D content. He overlooks the fact, 
however, that vitaminized margarine or butter supplies a con- 
siderably higher quantity of vitamin A’ per pound than the 
foods he mentions, and vitamin A is as important a factor in the 
diet as vitamin D. Again, no reasonable person expects any 
one product to supply the full quota of food value. One gets 
the highest nutritive value from foods based on a rational menu. 
In any rational menu vitaminized margarine or butter plays a 
useful part. 


The Beard as a Protection against Catarrh 


“A CambBridGe M.D.” writes: IT was subject to frequent attacks 
of severe laryngitis, with firm almost cheesy secretion and choking 
distress, until I took the advice of a sensible practitioner and grew 
a beard. (He had done so himself.) That was thirty-eight years 
ago, and I have had no such attack since. But the protection 
by the beard is not merely against cold. The attacks of laryngitis 
occurred in the hottest summer weather, as well as in winter. 
The explanation may be that the larynx and the overlying skin 
being both supplied by the fifth nerve, the constant irritation 
by shaving may affect the nerve injuriously at its source—for 
example, the nerve cells in the Gasserian ganglion—rendering it 
less resistant to the attacks of disease germs. 


Dr. Dafoe and the ** Quins” 


Dr. Allan Roy Dafoe has resigned from the Board of Guardians 
of the Dionne quintuplets, but will continue to be their doctor. 
An agreement between him and the parents provides for the 
building of a large house for the entire Dionne family, as well as 
of a school nearby, and the right of the parents to direct the 
Quins’ religious and scholastic education under supervision of the 
Ontario Government. 


Vaccines for Rheumatism 


We are asked to state that medical officers of the three Services 
who may desire to treat rheumatic personnel by the method of the 
Charterhouse Rheumatism Clinic can obtain supplies of the 
vaccine used at that institution free of charge on application by 
letter to the secretary of the clinic, 56-60, Weymouth Street, 
London, W.1. They should mention their previous experience, 
if any, in the use of the method. 


